8. DATE OF BIRTH % se Ite yeor iE UNDER arr If UNDER re HES. 
teh ‘Month: H Mii 
wivoweo[] —ovorceot | ~~ Z LS [2 Pas ya esis alli: 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 711, BIRTHPLACE (Stote or foreign country) Pe CITIZEN ‘Sd WHAT COUNTRY? 


SALTO. MD, 


A, 


pepectoh aT Gin £. MARTINS 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
EDWIN WEBSTER ADAMS SR. | GRACE BY x HART 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? ih SOCIAL SECURITY NO. | 17. sciatica 


Y oy 


Gg | “MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 NYE LY 
x MEDICAL EXAMINER'S CERTIFICATE OF DEATH ; 
‘OR STATE, 7762 Reg. Dist, No. 

HEALTH DEPT. 1, PLACE OF DEATH 2 2. USUAL RESIDENCE (Where decected lived. If institulion: Residence belore odmission) 
$8.2 SOUND AR ROLL —  COLX TI — naan || ZAM LALD > OUT Ct gd PRO LL 
jae = £ b. CITY or EIS ean Timits, wile RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorast town) 
§S 55 Mt WESTAWS TER, [% as. || WES THs TER. MO .27 
@ 2 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS» 7 e is RESIDENCE 
ee xX — AT-HWoNneE — RIGE AIAIN STREET" |wstj woh 
3 ® 3. NAME OF Fint Middle lot 4 Date Month - ~ ‘oor 
reas treerrin MATTHEL WEBSTER ADAMS Beata om WSF 
Sots 6. COLOR OR RACE |7. MARRIED Pa NEVER MARRIED (] 

5 

& 


ee 72 hours after deoth. 


ee reece (9 18 OT SE pO = DE SAEIHER — WESTMINSTER. 


18. CAUSE OF DEATH [Enter only one couse per Jing for (0), (b), ond (c). } INTERVAL BETWO EST 


PART 1, DEATH WAS CAUSED BY: uel Oheese 


IMMEDIATE CAUSE (o} 
uv af DUE TO 
Conditions, if ony. which (e) 


gove rise to immediate couse 
(0), stoting the underlying( PUE TO 
couse fost. (l- 


— 


in pencil tn Item. 18. Give Pages t, 2. ond 3 ta the funerc 
"3 Office along with form PM3. Page 5 moy be retained 
TO FUNERAL DIRECTOR: Poge 3 shoutd be used as o burial-tronsit permit. 


jiner 


ER: This certificate shauld be executed within 24 haves after death. 


21. I certify thot | took chorge of the remains described above, held an Autapsy (], Inspection PY, Inquiry 0. and in my 


Naturgh couses x. Accident [], Suicide [], Homicide [7], Undetermined monner [1] 


E 
2° Zz PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19, WAS AUTOPSY 
38 Q <<. —e se | REFORMED? 
ww 
Ss 5 YES 4 No ih 
& v = 
cee 20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port { or Part Ht of item 18.) 
ve PRIMARY () of CONTRIBUTING 
o= & [CAUSE OF DEATH. 
i. 2 
et 3 |20c. TIME OF INJURY — Month, Day, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home. SE - {City or town) (County) (State) 
£6 Fs Hour 9. m. While Not while foxtory, sires, office; GA ate 

© = Pom. 19 ot work [] ot work {[] : 

c 

2 

vv 

3 

vu 


opinion deoth resulted from: 


2 4 
ACTUAL DATE SIGNED 
& 9 gonaturect é mip, CHIEF MEDICAL EXAMINER [[] 3h fe 
od ASSISTANT MEDICAL EXAMINER (] Y 
EXAMINER'S 


DEPUTY MEDICAL EXAMINER Kr 


NAME (Type) 
r MATORY 72d. LOCATION (City. 


ta 


or its designated ogent. priar to burial, cremation, ar removal, and i 


TO DEPUTY Al 
execute the ¢ 
4 should be fc 


1 mova cpa | 97 THEREOF - ln NAME OF CEMETERY OR 2] ae 
Gerial ae ae § EY livesrn R CEM. WESTMINSTER } Yo DB: 


23. FUNERAL oe 'S SIGNATYRE iw 


24a. REC'D BY REGISTRAR ‘2ab. REGISTRAR'S SIGNATURE 
AUG3 ‘59 Ondbug a 


DATE 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7763 CERTIFICATE OF DEATH 9748 


Reg. Dist. No. 


ace 
S 3 :z { u \ 1, PLACE meee 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
eae ee Carrell marviann || ° STATE Maryland Escer nn Carroll 
ee oxo b. CITY OR TOWN (IF outside corporat ite | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
9 50 RURAL of ne aye ngores! el 
® 52 ister 40 years Westminster 
4S d. ar (If not in hospital, give street address) d. STREET ADDRESS, e. is RESIDENCE 
is 101 E. Main St, 101 E. Yain St. ves] No 
5 3. NAME OF First Middle: Lost 4. DATE Manth Coy Yeor 
- DECEASED | OF é 
3 (Type oF print Thomas Christ Amprazis DEATH duly 1 1 59 
2 5. SEX 6. COLOR OR RACE |7. MARRIED ER] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] {F UNDER 24 HRS. 


Min. 


Male White —|woowed —ovorceocy | January 8, 1866 | NPE, [Mew] oor | Hon | 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 


in papers. 
h. 


during most of working life, even if retired) 
Ret, Restaurant Owner Restaurant Greece USA 
3 ]j 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Christ Amprazis Zoe 
= 1S. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


1¥es, 60, oF unknown) {It yes, give wor oF dates of service) 
no we -e- eed eK He Mrs. Popi S. Amprazis as _Wossuinsters Maryland 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end {).] Gueeo BETWEEN: 
PART I. DEATH WAS CAUSED BY: vA he ee. 


ONS! 2 sald DEATH 
IMMEDIATE CAUSE (9) 


a DUE TO 


Then please remave car] 


the cegistror priar ta burial, crematian, ar remaval, and in any event within 72 hours 


Conditions, if ony, which re 
gove rise to immediate 

cose (a), stating the under. ( OVE TO 
lying couse last, a 


Past tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ha) |19. pesiauroesy, “ 
ves] NO aS 
20a. ACCIDENT WAS UNDERLYING. om 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Port Il of item 18.) 
OR CONTRIBUTING E] CAUSE OF DEA\ 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
'20c, TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {State} 
Hour a.m. While Not sate factory, street, office bidg., <i 
p.m, Jat work [-] ot work 


21. 1 certify that | attended the deceased from,_______ utc RE] fo. 37g) 7 0 19____. sthot | lost saw the deceased 
Js~ 3 we 6H 
olive Oi, Se oS, ee, ond fi death occurred of 4M ge and on the dote stoted above. 


ADDRESS {street, of towof stote) c— ATE SIGNED 
i LEDS Phra. A se ae AS D-SEASF 


PHYSICIAN'S 103 E. Main St. Westminster, Maryland 


NAME (Type) See ee eS ee ee ae 


‘Za. BURIAL, Pre On. ‘22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
Jol 1959 Westminster Gemebery Westminster, Maryla nd 


23. FUNERAL eee SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


icate has been signed by the attending physicion and completely filled in 


e 
Q 
e 
< 
u 
i“ 
= 
& 
& 
u 
2 
et 
a 
7] 
= 


the hospital ar attending physician. 


R: After this certi 
page 3 shauld be detached for use as the burial-transit permit. 


Ynys John R. Byers _—Westminster, Maryland vabUl. 2.0 '59 Outhan £ Kanu 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH NG749 


’ Reg. Dist. No. 
1, PLACE OF DEATH LY 2, USUAL REBI a adeceored lived. IF institutio oe , 
R. 9. COUNTY err vet v anes ie county) et hed h 


er death: Page 4 
fe funeral di 


b. dyke pq vari LEN OF STAY IN Tb ¢. CITY O IWNA IF outside corpgfote limits, write RURAL ond give ni 
WS 


sn | Wes. EMG oral pt OS- 
9 adg ‘ gd. STRE! OAEss , LEV’. «. IS RESIDENCE 
/ ‘ aA th s ves [] No 
3. NAME OF Uy Fint £7 é . 
wae SF f, oD Pa le Lye 
(Typeree print) z 7 
os OY 6. COLOROR RACE |7. MARRIED PX” <a MARRIED [} | 8. DATE OF BIRTH 
7 } wipowes [} Divorced [J 6s < I$ | 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BRTHPEACE py 19t9.0F foreign country} 12, yh OF WHAJ,COUNTRY? 
1 en if es “ea Diy, U ”) { SA. Cov 


during - 
ae Shey 

Gio Lnhinte Chnre [Mt f4 lie) A! ,! 

. ARNE ecw 16. SOCIAL SECURITY NO. "Le CEI o Siok AE el lh - Nheep : 


18. CAUSE OF DEATH [Enter only one couse per lin CO: (b), ond (ec) am INTERYAL BETWEEN 


PART I. ERT es CAUSED ies Ve ol TL Lyte 2° ONS Byoypeni 
LAO, DUE TO he 
Conditions, if ony, which VALU ‘ ose Cty 


gove rise to immediote Md 


& , 

Pages 1 and 2 should be fi 
> 
\ 


(OR: After this certificate has been signed by the attending physicion and completely filled in 


of EPI 


13. FAT Ze, NAME 


within 72 hours ofter death. 
} 
? 


f 


Then please remove carbon papers. 


the registror prior ta burial, cremation, ar removal, and in ony event 


ENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haur; 


TT 


% 


b L ADDRESS (Street, city oF town, tote) Date ish 
SGNATURE_ ~ mes) (A Tusdea ee tot aes "ste Keehn Shs slo ~ Wiig 4. 


~ 


3 couse (0), stoting the under. ( OUE TO 
gs lying couse lost. eo 
BBs SS uw. pate SIGNIFICA\ pigy JONS CONTRIBUTING, TO DEATH BUT NOT RELATED TO THE TERMIN) DISEASEZONDJTION GIVENAN PART 1(ql]19. WAS AUTOPSY 
Rae 12 i) he PERFORMED? 
ass 1s ve VOhe tfc “C ve 
Po £ 700. yatta WAS UNDERLYING CI ih DESCPYEE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port WW of item 16.) 
re & | or CONTRIBUTING 1 CAUSE OF DEATH 
eed 1G |r EITHER, NOTIFY MEDICAL EXAMINER) 
= . =. tA iK.. )6|lCl,”~C:~*«ée Gee 
3% 38 & ]20c. TIME OF INJURY Month, Dey, Yeor [ 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
B28 a Hour 0. m. While Inton while foctory, street, office bldg., ete.) | 
sage = p.m. 19 Jot work [1] of work) [J : 
28. = 
é oa 21. I certify that | ottended the deceased fram as - WIAJo. -. 12"4_,that | lost sow the deceased 
8 
eee olive onl _ St an ae ae and that deoth occurred at _t¢_ ‘M, from the causes and on the date stated above. 
2 
as 
3 
a 
> PHYSICIAN'S 
ess NAME Bits a a a ee ee ee ee 
$ 23° [Zio BURIAL, CREMATION, | Z2t ap Wee eon NAMEVOF CEMETERY OR CREMATO! 2d. LOCATION (City, town, or county) (Store) 
~5.8 REAOV! ie ‘do 
f7ehs ‘ av EN Haste sTy w/a —Wpshing ton 
(ent ) 23. anea "DIRECTOR'S, eS 240, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Mi 
vsaisay 
ar 8 OLZZ (A LEF IA Lf. Lb C* OOF Mel MEE a 4 _NOATE, 


rs aiter death: Page 4 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hou 


% 


_< TO HOSPITAL 


ot 


the hospital ar attending physicion. 


may be retai 
TO FUNERAL Df 


a 
> 


funeral director, 


Pages 1 and 2 should be filed with 


6 


R: After this certificate has been signed by the attending physician and completely filled in b 


page 3 shauld be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 ho, 


Then please remave carban papers. 


Stree death. 
yp 


\ 


MARYLAND STATE DEPARTMENT OF HREALTH—BALIIMOKE, (6 
ree CERTIFICATE OF DEATH NT 761 


Reg. Dist. No. 
we ee 2. USI Int RESIDENCE. “Where deceased lived. If institution: Residence before admission) 
cee Carroll marviand |] ° 5 Mary and BSCOUNTY = Garena 


, & CITY OR TOWN (If outside corporote limits, write RURAL ‘ond give neorest town) 


Xpural, Westminster (Union Mills) 


i d. STREET ADDRESS e. Bee ee 
Westminster, Mde ReDe2 (adress O]mSO NOR 


“RURAL ond give neorest town) 
Raper Westminsterx(Union Mi. ~ 3 No. 
+ OR INSTTUTON °°" HSS ene Stee Nd, ReDe2 
Meadow View Convalescent Home - 


3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
DECEASED | OF 
(Type or print) Bllen Myrie Bankert beaTH «= July 30 19 59 
5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in year [IEUNDER 1 YEAR] IF UNDER 24 HRS, 
st birthtoy) Ta 
Female White —|wioowope ovorceoQ | 2/23/1888 (oe Ee eae 


100. USUAL OCCUPATION. (ee kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during mast of working life, even if retired) . 
Housewife-Housework Her own home Carroll Coe, Nd. US es 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

Charles 2. Nusbaum Mary Earhart 


Heangetecan oe Me yatetse aera 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
No 215-3243687 | Charles W. Bankert,Gist Rd. Westminster, Md, 


18. CAUSE OF DEATH [Enter anly one couse per ine fooxo). (b). ond (<)-] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY . / ONSEY AMD QeatH 
IMMEDIATE CAUSE (o] Ae AW he, AAO ra CG CbM_ Lh C2 e 


bo any eee : 
. 4 d 
Conditions, if ony, which ie OES With 44 4 Mad £3 fied 
gove rise to immediote =< 
ca¥se (a), stating the under- ( OUE TO 
lying couse lost. a 


Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “| e Pies AUTOPSY 


RFORMED? 
yes) no] 
200. ACCIDENT WAS UNDERLYING Ane 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEAT! 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
f20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour a.m. | While Not while factory, street, office bldg. etc)! 
p.m. 19 lot work [J ot work [J 2 fa) tian 


21.1 certij ttended the deceased from. A Memmi \ p56 Heche {2} Gi Bo 198 Zthat I last saw the deceased 


MEDICAL CERTIFICATION, 


alive on___frafe& hws (Z..., 122. #3., and thet death occurred ay rom the causes and on the date stated above. 
fe), 

ACTUA as Cr, Dr. Uy, Ld Be. 

SIGNATYY A cflheKKAS-7 MELN.D. a 


NAME (Type] Se ee ee ee ee eS ee 
Zo. ReMova oxen ‘Mb. DATE THEREOF THEREOF Tc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
pec c 
8/1/59 Marys Cemete Silver Run, Carroll Co., Md, 


Al omg rorsig NATURE /_). y sR: Qho. REC'D BY REGISTRAR | 2éb, REGISTRAR'S SIGNATURE 
Ate foush vy hl ALLL Littlestown, Pas pare AUG 3 ‘59 Crthun £ Raa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
7772 CERTIFICATE OF DEATH 07750 


ad 


ae Reg. Dist. No. 
> =. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odin) 

Fy °. . STA’ j 
ang Carroll MARYLAND || ° Maryland b. COUNTY Montgomery v 
3% b fe TOWN UF ouhide crporoe lint write Tc: LENGTH OF STAYIN 1b [| «, CITY OR TOWN (Kf euide corporte limits, write RURAL and give nears tow) 

5 and give pegrest town! i 
3S esville 2yre.8mos 9 Takoma Park / 

s SS rc d. Nee ceoraer tae (If nat in haspital, give street address) d. STREET ADDRESS 3 e. Poaegee 

= jf. ol 

> Springfield State Hospital 802 Domer Ave. eH Ow 

¢ 

pe 3. NAME OF First Middle Last 4. DATE Month ry Year 

2 DECEASED OF 

z eee Joseph Perry Barker Barber Beata 28, 19 99 

S 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [Ja 8, DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
= z 3 873 losp.bythdoy} [Months] Doys | Hours] Min, 
3 Male White = | wirower%] ovorceo] | January 17, 1873 es 
a 10a. USUAL OCCUPATION (Give kind af work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during mast of warking life, even if retired) : 
5 Mimi Asst, Post Magt,Gen'l= U.S, Govt| Maryland U.S.A. 
8 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
8 
° John Barber Fanny #arbert Barker 
2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY'NO. INFORMANT Address 
4 ta os ‘ if et ere ASH oral met aervice! Springfield H. ital Re a 
ie ° - = ringtie O: a cords 
@ ospit 
& 18, CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c)-] INTERVAL BETWEEN 
‘2 PART 1. DEATH WAS CAUSED BY: See 
A ae IMMEDIATE CAUSE (a di 
- 7/X DUE TO 
Conditions, if ony, which im 


cause (0), stoting the under: ( CUETO 
lying couse lost. © 


C.Be lagsec with’ Cerebr ey ue veot erosis With ps u OLE PeastT oA YY PART I(a) 


20a. ACCIDENT WAS UNDERLYING 17 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} (County) (Stote} 
Hour a. m. Whi cee factory, street, affice bldg., etc.) | 
p.m. 19 lat work [] ot work [J ' 


21. | certi 
alive on_VUAY ¢& 


ACTUAL So 
SIGNATURE 


gave rise to immediote | 


19. WAS AUTOPSY 
PEREQRMED? 
YES no 


MEDICAL CERTIFICATION. 


ENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hour: 


he hospital or attending physicion. 


ADDRESS (Street, city or town, stote} DATE SIGNED 


Springfield State Hospital 7/25/59 


% 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion ond campletely 


page 3 shauld be detached for use os the burial-transit permit. 
the registrar prior to buriol, crematian, or removal, and in any event within 72 hours ofter death. 


‘7 
£ 

25 PHYSICIAN'S 

fe NAME (Type) Edmund Lusthaus, MeDe 2m 

8 ‘720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY town, or caunty} (Stote) 

g > REMOVAL (Specify) : 

=? 1/27/59. Glenwood Cemeter Washington, D, G. 

e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS q 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

V5 AIS (4) Warner Pumphrey, Inc. Sfiver Spring, Md. 


5M 9/58 Ragmnd. CA. Cesten Pate B ‘59 Cuilhun § Fossst 
Y 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7773 CERTIFICATE OF DEATH Varien | 


Reg. Dist. No. 


and 


2 REE er First Middle Lost pen Be = 
trom CLAREWLE ORLANDO BITZE dam pd ¥ 12 9.59 

5) EX 6. COLOR OR RACE |7. marrien fPReEver Marrieo [] | 8. DATE OF BIRTH TF UNDER 24 HRS. 
PALE [WHITE |woweg mocon |OcT. St 184) [rey om | Roe 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY { 11. BIRTHPLACE (Stote or foreign country) ~ 12. CITIZEN OF WHAT COUNTRY? 


ae PME zg even "PET FA Ry” UNITE D SAF 


“CHARLES HewRy Bitzet| EL1izA BETH & Rocks BiTzél 
1S. WAS DECEASED EVER IN u, S ibis dss? 16. SOCIAL SECURITY NO. |17. INFORMANT Address: 
Rae EL Sw enS Mame eizeg ITE 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (J. aL Ae BETWEEN 


PART 1. DEATH WAS CAUSED 8) DEATH 
IMMEDIATE CAUSE is 


< ge 
e. Ss 1. PLAGE OF DEATH ; 2. oe RESIDENCE (Where deceased lived. If institution: Residence ‘o odmission) 
8 8 °. * ; ° COUNTY 
fis QRROLL MARYLAND RYLAND CAR RO LL 
= Bs b. City OR TOWN (IF ovlide corporate limits, write [e LENGTH OF STAYIN TH [17 mae OR a (If outside corporote limits, write RURAL ond give nearest town) 
53 vite pithy t 
ip Riek re Kuen. WEST MIWSTER 
. Y 3 di ey {IF not in hospitol, give street oddress) > ||) &. STREET ADDRESS «: 15 RESIDENCE 
. 7 ‘ ‘ } i f Ci 
a Ne ALLWooD ‘ K is MA LLU WooD ves (] No al 
Bae 
ee 
=3 
& 
o 
é 


9. AGE (In years 
lost plindoy) 


Then please remave carbon papers. 


DUE To 
Conditions, if ony, which ) 
gove rise 10 immediote 
cotse (0), stoting the under. ( OVE TO 
lying couse lost. 9) 


200 ACCIDENT WAS UNDERLYING []_|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Yor Port Il of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHome, form, | 20F. (City or town) (County) (State) 
Hour 0. m. While __ Not mail foctory, street, office bldg., cit 
p.m. lot work ([] ot work 


21. | certify that | a lag deceased from. 22s: 22 cele 19.. 3 my c (de. 19 Ghat 1 fast saw the deceased 
ory - 
alive andi). L¥ a a) 43 and that death euiti at FB f° M, fram the cauiés and asthe date stated abave. 


- IDDRESS (Street. city or town, stotey ATE SIGNED 
sms, Qamiad 9 Wallan. WESTMINSTER MD Zi2)s 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop] 19. we aoe 
‘Ol 
yes) NO 


R: After this cerlificate has been signed by the attending physician and completely filled in b; 
MEDICAL CERTIFICATION 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


he hospital or attending physician. 


% 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


C3 
co i 
Z32 /| aces DAMEL DT. WELL IVER 
= Fe Buyeay 7-15=59 [Trinity Luthern Cem. Smallwood, Maryland 
re 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
WS A15 a John R. Byers Westminsier, Md. pate JUL 15 '59 Ckben § Hina 


; Owe AA Rey tA ALU AAS 
ABT Avea VAIN ima A STZMIATZSue Laava 
é © Vout ABkTIA WAAL Al S84 BAAS 
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1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


apy 777% MEDICAL EXAMINER'S CERTIFICATE OF DEATH Nee52 
i Reg. Dist. No. 


HEA TH: DEPT. 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoied lived. If intitution: Residence before odmitsion) — 


3 3 “0. COUNTY, mahns ©. STATE ay b. COUNTY - Ml. 
5 —— = 
caer b. CITY OR TOWN (it outss . rite RURAL c. LENGTH OF STAY IN Ib <. city OR Ct bye Zane write RURAL ond give neorest town) | 
5 Ring ‘ond give neatgt! town) 
3 
“a [Cpshae ‘ iho Aeon 
% d. NAME OF HOSPITAL OR INSTITUTION [If not in béspital, give streeyoddress) d. STREET ADI e 15 RESIDENCE 
A FARM? 
3 * f (Loren YES ES GRO oo 
= —— ane = = 
5 3. NAME OF Middle lost 4. DATE Month val “ieor 
= DECEASED ra OF 
3 (Type or print) JAMES” " MURREE ISO VER_ DEATH Suing 2s wis 
5 rae 6, COLOR OR RACE |7- MARRIED ZE-RIEVER MARRIED [-]] 8. DATE OF BIRTH 9. AGE im eon [JEUNDER IYEAR] IF UNDER 24 145. 
= MY 7 y pag aad Months | Doys | Hours | Min. 
PPLGAL GAA ge. \wipower O __oworceo] | £20 a7) L Lb S/o 


. Give Pages 1, 2, and 3 ta the fune 


4 should be forworded to the Chief Medico! Examiner's Office alang with form PM3. Page 5 may be retoined 


TO FUNERAL DIRECTOR: Page 3 should be wsed os a buriat-transit permit. File poges 1 and 2 with the State Baord of 


= 10a,,USUAL OCCUPATION 1d of work dane] 10b. KIND ‘OF BUSINESS OR INDUST BUSINESS OR INDUSTRY 11. BIRTHPLACE ae or Mk country) 2. CITIZEN OF WHAT COUNTRY? 
3 ing most of working eotisad}. fane 
, 
5 Doge lel f “ELA LA: B21 tl COs GP 
s yp FATHER'S NAME es. DEN NAME 
5 I LIILA LAL Ersn+22) ss = 
+ 1, WAS DECEASED EVER iN Uf 97 Kem FORE 16, SOCIAL SECURITY NO. ]17. Teo. 
3 x he, af vghnowr fe, i icy) datas ol ile . 
A ig je? IS $-/2-% 


INTERVAL BETWEEN 


21. V certify that ! took chorge of the remoins described obove, held an Autopsy [_], Inspection pr Inquiry iA and in my 
esulted from: Noturol couses TX, Accident [], Suicide (J, Homicide [[], Undetermined manner [] 


pe ed 7 eee DATE SIGNED 
SIGNATURE” << cug ~ . __m.p, CHIEF MEDICAL Examiner [] 


ae PART |. DEATH WAS CAUSED BY: Sew 
#2 UO IMMEDIATE CAUSE (o) cc OKh WwW ARY O CE, usgpw ——— 
es ora DUE TO 
bead Conditions, if ony, which (bL. 
3 & gove rise to immediote cove 
Pe (0), stoting the underlying{ OVE TO 
3 couse lost. fe) s 
£ Sa — 
2 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. Was aurorsy 
33 / ERFORMED? 
8 & i] 3 yes} NO 8S 
& 1200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Pert 11 of item 18.) rt 
> oe PPRIMARY C3 or CONTRIBUTING OI 
2 & ] CAUSE OF DEATH. 
z z = = 
° 3 |20c. TIME OF INJURY — Month, Doy, Year [20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home, form, {aot (City oF town) (County) (Stote) 
= 8 Hour o.m. i While ohana foctory, street, office bidg., etc.) 
2 = p.m. Ww ot work [7] of work : 
® 


or its designated ogent, prior to buriol, crematian, ar removol, and in any event-within 72 hours offer deoth. 


0 
4 ‘ =a ASSISTANT MEDICAL EXAMINER (_] 
= a] exal s 
3A | EA net s/s més ] /) ARS AS DEPUTY MEDICAL EXAMINER DRT 
me 220. BURIAL, CREMATION, |22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 1d. LOCATION ([Cily, town, i, _{(Store! 
ae OVAL (Specify) " = Ch re, 
e° CLI ee SGIAL J, F2i¢f. 
24. 
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.MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ee 3764 CERTIFICATE OF DEATH 


NG753 


Reg. Dist. No. 


ae aa sek 
ry 3 5 1. PLAGE OF i 2. USUAL RESIDENCE (Where deceosed lived. If insitution: Residence before odmision) 
DB Be nce eal f b. COUNTY 
2 MARYLAND 4 
. 32 bp of ha ZX, LYALL 
€ Be b. CITY OR TOWN aaa ‘outside corporole limils, write | c. a, og STAY IN 1b a ae OR TOWN Rennes corporeal fioerial AURA andl give Wereti oom) 
g § ‘AL and-give nearest town). d 
Coos LP LLB (2772 LEA Ls $2 #3 
oS cae OF HOSPITAL (IF notin sy Give street Ls 7 d. STREET ADDRESS ; @. IS RESIDENCE 
“ OR INSTI U ON A FARM? 
= TG Ee Ati ne, Lf £ Z2 oda AAL bu. —. 1S Ce 
2 ——————— eee 
£6 3. NAME Fint Middle last 4. DATE 4 onth Day Yeor 
= DECEASED ; OF 2 
2a {Type or print) S. Le ff i. CEH Laie DEATH ae AIEE 19 wy 
t ° j fors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a = 7 As letndoy) Months! Days | Hours Min. 


yr. 


6. COLOR OR RACE |7. MARRIED} NEVER MARRIED [] [@. DATE OF BIRTH 
LL L144 tree olvorceD [] 2 LE 7/ 


12. CITIZEN OF WHAT COUNTRY? 


Abt! Jd Lb SG 


V4. ees 'S MAIDEN NAME 


te be executed within 24 haurs 


Let fq Z AY pins eZ 


ae: if fl at’ 
Y Ww. eee, ERIN U. S! “05 FoR 16. SOCIAL SECURITY NO. 
ter no. OF unknown) Do yen, give wor or dates of service) 
3 po — OW EAL ELEET _ Lg CT ideat ing LBA ake LEA. 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)- az INTERVAL 6 aimee 


PART 1. DEATH WAS CAUSED BY: ONSET AND DE. 
IMMEDIATE CAUSE (o} 


x DUE TO 


Then please remove carbon papers, 


Conditions, if ony, which 6) 
ove rise to immediote f 

cotse (0), stoting the ynder: ( OVETO 
lying couse lost. (ay 


Part Tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)]19. WAS AUTOPSY 
yes [J NO 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER). 


}20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY fHome, eS yi (City or town) (County) {Stote) 
Hour a.m. While Not while focloty, street, office bldg., etc.) 
p.m. 19 Jot work [J ot work cu 


ransit permit. 


been signed by the attending physician and completely filled in b' 
the registrar priar to burial, cremotian, ar removol, and in any event within 72 hours after death, 


cote h 
MEDICAL CERTIFICATION 


ENDING PHYSICIAN: The low requires thot the death cert 


the hospital or attending physician. 
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5 
52 z q 
s 21. 1 certi at I gttended the deceased from ae" ___, IDL, ies) sat ple 19:57 that | last saw the deceased 
= 3 + M, — EI 
g 3 alive an___.s ip ee. 127, ddd that death accurred ateé £2M, fr6m the causes and an the date stated abave. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 00754 


Reg. Dist. No. 


7775 


= 
a) 1, PLACE OF DEATH 2, USUAL RESIDENCE {Where deceosed lived. If institution: Residence before admission) 

e § ° COUNT Carroll marvianp |} °°" ‘land » ONT eniE eS Y 
= By b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

7. a RURAL ond give nearest tawn) 

nm So Kesville (28 y ll m 10 Frostburg, Md. o/- 

e@ 2F 4. NAME OF HOSRITAL (IF not intRowpital, give sweet oddress d. STREET ADDRESS o- 1S RESIDENCE 
= 2S I ingfield State Hospital vs (NO Bt 
2 = 5 0 3. NAME OF First Middle lost 4. DATE Month Doy Year 
Ps Sears. Moy 
a 35 (Type or print) fs Marshall Brode DEATH if 1) ae39 
c s 2 
psy 5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [1] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= 29 lost birthdoy) [Months| Days | Hours] Min. 
3 fs W wipowep (J pworceoO | 4004-1960 a 
2 e838: 10a, USYAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 < u 
3 2 8% during most of warking life, even if retired) 

6 Bev UsSehe 
g O85 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ese 
2 O86 
8 oer Hill 
= Bo3 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
3 aes (es, no, or unknown) UF yes. give wor oF dotes of service} 8.S.H ital Re a 
Bae | unkn .S.Hosp: cords 
«2 £2. 
=| Sine i : INTERVAL BETWEEN 
3 G2 2 18. ee — ac ee per line for (a), (6), ond (c).] INTERVAL BETWEEN 
2 °6e : IMMEDIATE CAUSE (o) DLLateral pulmonary embolism ours 
5 fFe WIS xX DUE TO 
= S22 Conditions, if any, which w Thrombophlebitis lef$ leg days 
$s BES gove rise to immediate 
“= eeaus cause {o), stating the under. ( OVE TO 
ferae clyibeitalse aR infected bloers, left lower Jeg weeks 
3095 ° a Parr tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
SS0255 a = 
uss i yes [ No [] 
eao00d rei 
oe 2 g 
Foose = [200. ACCIDENT WAS UNDERLYING [)__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
oe & |r erie, Notley MEDICAL EXAMREE) 
<So. x é 
Sotes & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, 1 20f, {City or town) (County) (tote) 
“ ° 4 y 4 
= G 4 9 F a Hour o.m. While a Not virile factory, street, office bldg., etc.) ' 
23 
z a . lof work [_] ot worl 
pou : 
g g2 0s 21. t certify that | attended the deceased fram._____. 10-20-54, 19____ ,to__Thle c 19.59, that | last saw the deceased 
Zeevd ; 
ne a alive on___ 59, and that death accurred atlls30R,, fram the causes and an the date stated abave. 
=O ADDRESS (Street, city or town, stot DATE SIGNED 
23 3 betas Waa, (Street, city or town, stote) 
wos / SIGNATURE. to. Springfield StateHospitel =’ 712-59 __ 
oe oO 
22485 PHYSICIAN'S 
<oq2s NAME (Type) EGmund Lusthaus M.D, 
Rhos 
3 3 zoe Za. BURIAL oe ‘2b. DATE THEREOF ‘Vc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, tawn, or county} (Stote) 
pis speci 
=e ge ub tat -14- F'bg. Memorial Park Frostburg, Md. 
Clue” — 
- ( 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
4 4 
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oa 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insitution: Residence before edmission) 
8 & a. COUNTY y b. COUNT 
e i MARYLAND ory 4 
DE ~ at Biden: (B th. 0 CZ. 
= Se b. CITY OR TOWN (If outside corporote limils, write} ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, write RURAL gnd give neorest town) 
8 52 pRURAL ond give nearest to 
23 tte = CABLE \ ActtAl — CTF ctl 
eo D d. NAME OF HOSPITAL (If not in haspiial, give street address) . & STREET ADDRESS e. IS RESIDENCE 
a x OR INSTITUTION { ON A FARM? 
” ~ vl 
ag SO) OR 
2 Bote 3. NAME OF First Middle 2 Lost 4. DATE () onth Doy Year 
= - ; rs VY, 
‘ 23 (Type or print) ie! FaZtt 2 Dead Z, 19.599 
= 5, SEX D 6. COFOR OR RACE |7. MARRIED [] NEVER MARRIED [) | 8. y TE OF aes 9, joa yeos R[IF UNDER 24 HR: 
= han nthe lanths| Doys | Hi Min, 
2 ENN ww wipoweD xj Divorced [] jen ’ A SE£7 "5. Ppa a 
2 4 ae 100. USUAL OCCUPATION (Give kind of wark dane] 10b. 2? OF BUSINESS OR INDI “ee 11. BIRTHPLACE (Stote or foreign Sam 12. CITIZEN OF WHAT COUNTRY? 
8 S os duringymast of warking Wily, eyen if retired) . 
2 ves Hitt AS. 
Pat? a 3 13, FATHER'S NAME 14, MOTHER'S M pry “2 
© § 8s Fi 2 
a ple Yaseen 6. LLL4 HH Btn gE 
E° >on ¢ WAS DECEASED EVER IN U. § ARMED FORCES 16. SOCIAL SECURITY NO. ]17, INFORMANT Pesce 
£ 
. aes 79. op uphngwn) UF yes, give wor or dotes of rerwice) Uh, i, } 
3 of ZL = Ld = ¢ = 
fa a gc 
> CS 18. CAUSE OF DEATH [Enter anly one cause per line for (0), (b). and (¢ INTERVAL BETWEEN 
2 52 le ONSET ANG’ DEATH 
On tne PART |. DEATH WAS CAUSED. y 
2 cg- IMMEDIATE CAUSE 0) 4 
= R$ DUE TO . y a, ‘ 
= Be > ians, if ony, which is de cautaif : z o| fO—-CL Grn 
3 gE gave rise 10 immediate 7 Wer s / eS 
5 68 cause (o}, stoting the undes-( CUETO A fz gt. ou ot y) 
getse lying couse lost. gue? Ot Lia gil cf gies a fe les A rjatt CALL A> 
B28 5° ra Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
206 f = 
gags 6 5 3 ves] noo 
Pgs = | 200. ACCIDENT WAS UNDERLYING [}_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Part Il of item 18.) 
gs gr* & | OR CONTRIBUTING EO) CAUSE OF DEATH 
qeees © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zszss & [2%0c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County} (State) 
£58 23 5 for oe ke. tants foctory, street, office bldg. etc.}.! 
= 3e 5 & ed pm * 19 Jot wark [7] ot wark ' 
O55 , 7 7 
zy 4 ECE AA... SY, tog 4 * 19S F that | last saw the deceased 
oL2<22 
Zee 3 3 ind that death occurred at/#/0/A..M, Sram the causes and on the date stated above, 
So a 
32 
pees / 
£oRs 
22485 PHYSICIAN'S 
ee _ Ss NAME |_JNAME (type) 7 Mit (>see a 
i 3 
Fa ss 9 > 72d. LOCATION (City, town. or capnty) {Stote) 
BD oS é ¥ 
3 ees CL Z. Ci r 
gg oe 240. fir’. BY ey ab REGIST! [AR'S SIGNATURE 
VS A15 (4) ont 7 Cotbed SL Kea 
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FOR STATE 
HEALTH DEPT. 


‘ory. please 
tor, Page 


mr your files. 


@ 


If any delay is 
‘in pencil in Item, 18. Give Pages 1, 2, and 3 to the funer: 


in 72 hours ofter death. 


form PM3. Page 5 may be retain: 


ner’s Office along with 


TO FUNERAL DIRECTOR: Page 3 shoutd be used os a burial-transit permit. File pages 1 and 2 with the State Board of Health, 
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EXAMINER: This certificate should be executed within 24 hours after death. 


te, writing the word “pending 


4 should be forwarded ta the Chief Medicol Exomi 


% 


execute the ¢ 
or its designated agent, prior to burial, cremotion, ar removal, and in ony eve: 


TO DEPUTY H 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 NG756 


7765.,MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
Iten_9__Pilm G246 i Reg. Dist. No __ 

Tt |, PLACE OF DEATH > 2. USUAL RESIDENCE (Where deceored lived. If institution: Residence belore odminion) 

ae CARR O LL CovwTy Marviano || & STATE Par Mes bECOUNTY CARKOLL* _ 

Bs CITY OR TOWN i erie ore Hi in RURAL ii LENGTH OF STAY IN ¥b €. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest town) 

WESTAIVESTER MD. ia XMWASTMLSTER a i 

d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street address) 73 STREET ADDRESS e I AE 
x ele HOME 5 IRD FY MAN ESTER = vs 1]_No [De 


First Middle fost 4. DATE Month Yeor 
tevin MILDRED ELIZABETH /?ROWN Sam 7 RP SP 
5. SEX 6, COLOR OR RACE |7. MARRIED. o NEVER MARRIED ob 8. DATE OF BIRTH % oe tn 7. IFUNDER LYEAR] IF UNDER : 24 HRS. 

/~ Ke winowen PJ. —vivorceo 1] SAN, hy 7 9/8. +1 peti sk om 
Nee. RE Maa el wenn Gi nd ot wert done] 0b. KIND OF BUSINESS OR INDUSTRY | 11. eae (Gtote or foreign country) +2. CITIZEN OF WHAT Aa 
PRESSE Séivye TATIR| ELDERS BURG “SA, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
JSih ELMER DA ELIZA Ahi Ban a osen 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |[16. SOCIAL SECURI 


REE ee cas DR SRVHER - ULTHUSTER - 


16. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).] INTENVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: , 
he __ IMMEDIATE CAUSE (0) - t= 


eae Es 
Yo, | DUE TO 


Conditions, if any, which to) 
gove rise ta immediote couse 
{0}, stoting the undertying 


DUE TO 


couse tol. @. ~ 
PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO D DEATH BUT NOT $PfATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/19f WAS AUTOPSY 


PERFORMED? 
) yes(] No ® 
700. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injuty in Port | or Port Il of item 18.) os 
PRIMARY LJ of CONTRIBUTING C) 
CAUSE OF DE 
— ~ ee  — 
oc. TIME OF INJURY Month. Doy. Yeor —]20d. INJURY OCCURRED |Z0e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Store) 
Hour 9m. While oi while foctory, stree!, office bldg. atc.) | 
p.m. it at work ["] of work 4 


21. I certify that I taak charge of the remains described abave, held on Autopsy [J], 


opinion death resylted 
Uy Wj 


Inspectian xX Inquiry (TJ, and in my 
1 causes ag Accident (J, Suicide J, Homicide (FJ, Undetermined manner [] 


CZ. 


eye Z f Ee: M.p, CHIEF MEDICAL EXAMINER [] ean 
ASSISTANT MEDICAL EXAMINER (1) 40 d 6. * 
DeruTY Fit! ERE So) SEE EXAMINER WAR 
a R gee ‘DATS | [s ANNE 4 ce erery oli ATORY a ae TOCATION (City/tghe, or county) ; Store) 
(SYRIA L S72 PALS oe! LM-| ARAMA AD. 
) ‘ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vi Yon s. ee PANG 3 259 ‘ji Cusihun SK eathe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7777 MEDICAL EXAMINER'S CERTIFICATE OF DEATH N7259 
eg. Dist. No. 


1 


gove rise to immedicte cause 
(0), staling the underlying 
couse lost, 


DUE TO 


(o. 
IT Hi, OJHER SIGNIFICANT CONDIJIONS CONTRIBUTING gate He asd RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{)119, ney AUTOPSY 
seh; ophre ranoid typ RFOR 


MED? 


jar 
Creel ce a ves © not] 


‘20a. EXTERNAL CAUSE WAS. 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 


PRIMARY CY of CONTRIBUTING [) 
CAUSE OF DEATH. 


‘Month, Doy, Yeor —[20d. INJURY OCCURRED |20e. [Pace ‘OF INJURY (Home, form, + 1 (City or town) (County) (Store) 


While aerate foctory, street, office bldg., etc.) 


ot work [7] of work 
21. I certify that | toak charge af the remains described bbave, held an al Inspection FE], Inquiry PY, and in my 
h resulted from: Natural causes [J], Accideht [_], Suicide [[], Hamicide [[], Undetermined manner (J 


FOR STATE 
HEALTH DEPT. |" TAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmiiion) 
<5 °. STATE 
a2. Carroll manyiano || ® Maryland “COUNTY Balto.@iwy = 
ars B. CITY OR TOWN {i evtide carporete limit wil RURAL ¢. LENGTH OF STAYIN Yb || ¢. CITY OR TOWN {If autside corporate limits, write RURAL ond give neorest town) 
ae ‘ond Give naares) town) 
pea Sykesville 13yrs.8mos 6diys: Baltimore 19 5) SC 
e@ d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS > fe 's RESIDENCE | 
by, gee Springfield State Hospital 2911 Wells Ave. ves i NO 
»2es 7 . ‘ = 
bes 3, NAME OF First Middle Lost + DATE Month Day 
328 DECEASED ; 
Bo = (Type or print) Osear Clifford Brown Stara July 13, 19 59 
=o 2 
Bo i 6. COLOR OR RACE |7. MARRIED [} NEVER MARRIED [_]| 8. DATE OF BIRTH 9. AGE ar (FUNDER TYEAR| IF UNDER 24 HRS. 
=? ost bil 
ne £ wioowen BF —otvorceo [J February 10, 18 67. “gales WE ae Pa 
8 nl + | 100. USUAL OCCUPATION [Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) Nz. CITIZEN OF WHAT COUNTRY? 
ae during most of workingJite, even if retiged) 
tes Laborer ‘welder B&O Railroad | North Carolina . UeSody 
3g 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ee T, Brown - Whirchard 
gs 1S. WAS DECEASED EVER IN U. S. ARMEO FORCES? |16. SOCIAL SECURITY NO. [17 INFORMANT ‘Address 
roied {Yes no. 7 unkeown) {It yes, i dates ot service} 
te h - _- ______|__Springfield Hospital Records _ 
=o 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).} [INTERVAL Fatty 
ee 
£3 _ TART DEATH GOAT cause (o) __ Abdominal hemorrhage _ hours 
= . . DUE To 
Hi if ony, which w Thrombosis and rupture of mesentertc artery hours 
& 
‘o 
2 
ie 
s 
a 
i 
5 
z 
e 
= 
o 
£ 


* 
— 
3 
£ 
€ 
oO 
4 
3 
x) 
2 
D 
3 
= 
s 
rr 
Vv 
° 
= 
2 
68 
os 
: 
3 
: 
ag 
© 
a 
=z 
3 
3 
aaj 
a 


L EXAMINER: This certificate shauld be executed within 24 haurs after death. 


or its designoted agent, priar ta burial, crematian, at removal, and in any event within 72 hours after death. 


TO FUNERAL DIRECTOR: Poge 3 should be used as a burial-tronsit permit. File pages 1 ond 2 with the State Boord of Health, 


DATE SIGNED 
: ss 7 pci o mip, CHIEF MEDICAL EXAMINER [J 

S ASSISTANT MEDICAL EXAMINER (J 

‘i 2. M M.D T/lb/59 
Be James T, Marsh, M.D. DEPUTY MEDICAL EXAMINER PX} Piu/ 
&3 ; Tid. LOCATION (City, town, er county) (State) 
as REMOVAL (Specify) (City, town, or county) {Stote) 
o° BURIAL 
y 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. Maricuiapmctuat |e eae ORE 


< 
a 


AISME 


nee Cartan £. Kina 


Wm.Cook, Inc., 1217 St.Paul Street parJUL 1 6 '59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7778 CERTIFICATE OF DEATH rig tld eae 


ss 
3 e Ye ee piss ri, Usual RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
°. ‘ 
st 7 Carroll marviand || °°" TMaryland GACOUNTY GR 
5 8 Ki b. CITY OR TOWN (iF eutide <eiparote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 ond giyp peareit town! 
ue sykesvit |4y 3m lOdays Baltimore 5,Md. 2Vol-4 
2 4 d. rare. {tf not in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
3S : pringtield State Hospital 2311 E, Madison Ave vs Noe] 
ie 5 3. NAME OF First Middle last 4. DATE Month Doy Year 
22 Peta William Leo Callahan DEATH 7 4 19 59 
o 
8 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [Xj | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER } YEAR] IF UNDER 24 HRS. 
a. logtbirthdoy} | Month: 7 
(1) M | W es O __opworcto 524-84 Ss oe en "| Doys | Hours | Min 


12. CITIZEN OF WHAT COUNTRY? 


& TO HOSPITAL ®...... PHYSICIAN: The law requires that the death certificate be executed within 24 haur: 


3 we 100. Nene Cale ee kind bu se ee 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
Sos luring most of working life, even if retire 
zed Clerk GAmp Holabird Maryland Baltimore U.S.A. 
2 3 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
58% 
Zee William Callahan Mary Bucheimer 
re 4 3 15. WAS DECEASED EVER tN U. S, ARMED FORCES? }16. SOCIAL SECURJTY Nt INFORMANT Address 
ce § ES (Yan, no, oF unknown}: (IF yes, give wor or dates of service)’ - = 59 
Bek no aT S.S,Hospital Records 
Ese 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] INTERVAL BETWEEN 
ay PART |, 
ae T | DEATH was CAUSED BY: Acute bronchopnewnonia days 
£e65 (s,s & 
re LE T/X DUE TO 
4 o 
Pear Conditions, if ony, which b} | 
Bes Ge vaiiraestior imate (bh 
ene couse (0), stoting the under. ( OVE TO 
§ a ae lying couse lost. {c) 
ae 3 5° Gi Past Il. OTHER SIGNIFICAt IT CONDITIONS INTRIBUTING [TO DEATH BUT NOT RELATED, TO, THE TERMINAL DISEASE CONDITION! GIVENYN PART I{o)|/19. WAS AUTOPSY 
Boze fe] C.B.S. assoc,with Circulatory nee with cerebral arterioscleros, eo Nog 
eAShe es g 
Bae ES 5 = PN biel) o SESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
os Bee & ING [] CAUSE OF DEATH 
5 _ 2330] © J (IF EITHER, NOTIFY MEDICAL EXAMINER} 
fEanc ra a 
as5es & |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
528s 5 Hour oo. m. While Not while foctory, street, office bldg., etc.) 4 
se aS = ot work [] ot work [} t 
eo 5 
age 
Bcve | |[4!- 5 cefttry nal ¢ attended the aeceased tram.—._____. 
238 ‘ = 
| & 3 . alive an___ Tohm , 1937 ___, and that death accurred ohOs4Oky, | from the causes and an the date stated abave. 
on, ? ADDRESS (Street, city or town, stote) DATE SIGNED 
Eo 2 
a 
eEse SG, of heer” Atm Springfield State Hospital TAn59 
£oa2za i 
Ses is fi PHYSICIAN'S 
egies NAME (Type) , M.D, _Sykesville, Maryland, 
m 3% 
5 Zz ce ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
>D>o° s 
eee New Cathedral Cem. Baltimore, Md. 
. ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ANS (4 hh 
VS AIS (4) Hele pare JUL 7 99 Cian PFE a 


=i 


, Page 4 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funerol director, 
Pages 1 and 2 should be filed with 


leath, 


m papers. 


a) 


in 72 hours ofter 


Then 


TO HOSPITAL i PHYSICIAN: The law requires thot the death certificate be executed within 24 haur: 
may be retained by the hospitol or attending physician. 
page 3 should be detoched for use as the burial-transit permit. 


SE 
zy 
25 
8s 


F 4 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7779 CERTIFICATE OF DEATH rep. vine soe 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admissian) 


a. COUNTY Carrell preva o. STATE Maryland b. COUNTYPrederick 121 / 


BCID, OR TOWN | outide corporat nits, wile] LENGTH OF STAYIN 1B ||. CITY OR TOWN (If ouside corporate lis, write RURAL ond give nearest fawn) 
Sykesvitie 3yrs,2mths Frederick aie 
4. NAME OF HOSPITAL (IF not in hospitol, give street oddress) d, STREET ADDRESS A «: IS RESIDENCE 
Springfield State Hospital. 2h) E.7th St. YES NOE] 

3. NAME OF (Also Known As Lena Fettorff) ] 4. DATE Month Day” OR 

(Type or print) Lene. Belle Carter DEATH 7 = 9. 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE {in yeon [IF UNDER 1 YEAR| IF UNDER 24 HRS. 

Female White wipoweD [) pivorceot] 3=12=1908 Py ee rad a ae 8 


10a. USUAL OCCUPATION (Give kind af wark dane! 
during most af warking life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 


‘actory worker Maryland U.SeA. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Ross Favorite Agnes Young 
1g, WAS DECEASED EVER IN U: S. ARMED FORCES? [16, SOCIAL SECURITY NO. | INFORMANT ‘Address 
es, 0, oF unknown) {HF yes, give wor or dates of service) 
| 1710-0490 Hospital records 
18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (6). and (c)-] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY. 3 t 
ART DEATH Was cause ay. Huntington's Chorea Yerkes, 
: DUE TO 
Conditians, if any, which 
gave rise ta immediote 
couse (a), stating the under. ( OUETO 
lying couse lost. re) 
Z Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}|19. WAS AUTOPSY 
Q ass. PERFORMED? 
= 
S yes] No} 
= | 200. ACCIDENT WAS UNDERLYING C]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Por! | ar Port Il of item 18.) 
& [OR CONTRIBUTING 1 CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
&§ ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn} Count {State} 
f Y ) ( iy} 
3 Hour a.m. ke. Btn: she factory, street, affice bldg., etc.) | 
= p.m. 19 Jot work [F] al wark i 


21. | certify that | attended the deceased fram._A™U™ ___._____, IBY __ 46 ee ena , 17_,that | last saw the deceased 
alive an_t* i ea as Ail a 99 10 0h 9, fram the causes and an the date stated abave. 
ADDRESS (Street, city ar tawn, state} DATE SIGNED 
wo, Springfield State Hospital. __7719-59_ 
Sykesville, Maryland. 
Te. BURIAL, CREMATION. [?2. DATE THEREOF ASRS CNET VOR CEMGIGRY = 1? Za. LOCATION (City, town, ar egunty) Stare) 
Burdvar’” | July 22,1959 | Frederick Memorial Park Frederick, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
M. R. Etchison & Son, Frederick, Maryland pare UUL 22 '59 Cites £, 


ENDING PHYSICIAN: The law requires that the deoth certificate be executed within 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7766 CERTIFICATE OF DEATH ee le 


=f 
= 


antes 
s € 1, PLACE OF DE, 2. USUAL RESIDENCE {Where dececsed lived. If institution: Residence befare admission) 
& $ &. COUNTY fj MARYLAND 9. ST ZA b. COUNTY 
BE VA SSE ILD Le 
a o &. CITY OR ney (If outside comporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (Wf outside corporofe limits, write RURAL ond give nearest fawn] 
g s RURAL and give neorest town) i iQ) 42 ozo - 
O 147 

wad (7 Ma ! LLXPODV ggg Ge Livy 

" a NAME OF HOSPITAL (If nat in hospital, give stds d. STREET ADDRESS, a ©. IS RESIDENCE 

5 OR | 3, / én ON A FARM? 

A Lt MOA LOL, ves F] NO 


DATE Day 


Monit” Year 
OF 
dant yf rm 


24 haurs 


“RES prey "Wiss 


$. SEX 6 COLOR QR RACE 17. MARRIED [] NEVER pais 8. DATE OF BIRTH 9. AGE (In yeors 4 UNDER | VEAR[IF UNDER 24 HP 
fi 4 i, last birthday) Days Min. 
Lhe Li Lange \wwown a—— ovorceod Spd /. J Sk yn. 
. B Ex i 7 


10a. USUAL OCCUPATION (Give king 
during most of working life, 


ve carbon papers. Pages 1 and 2 shaulg/Be filed with 


1s. WAS DECEASED EVER IN es S. AB 


(Fes, 0, oF unknown) 


-~_* 


in 72 hour ofter death. 


INTERVAL BETWEEN 


ONSET AND DEATH 
Le at Kon. a A 


PART I. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (0} 


DUE TO 
Cenditians, if any, which r 
gave cise to immediate 


case (0), stating the under- 
lying cause lost. 


Then please 


CALL Cop edto7 Lonttief Z\_5- Sy bt 


cian. 


: Pant IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
yesQ] nol] 


200, ACCIDENT WAS UNDERLYING () | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part Var Port Il af item 16.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Manth, — Yeor ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, fang 120F. (City oF tawn) (County) (State 
Hour a. m, Wkile, “Nat stile foctory, street, affice bldg., 
P, lot work (C] at work Unt 


fy thar a7 atteared the deceased from. £¢7 bk 5, 10. Lacks ape. 1982. / that | last saw the deceased 
y S ,19 “a ., and that death accurred at. Va ears a 


After this certificate has been signed by the attending physicion ond completely filled in b 


poge 3 shauld be detoched far use os the burial-transit permit. 


the registror priar ta burial, cremation, ar removal, and in ony event wi 
MEDICAL CERTIFICATION 


he haspital or attending phys 


# from the causes and an the date stated abave. 


oe 
SIGNE 
° a . ow ri ie D 
oO fy P19 y A 
2 Clits _ Ples — DM. LL ES fe. 
px 
28a rays 
wis Lee cen, ee ee ae — 
SSe F220. BURIAL, CRE AURIAL, CREMATION, AATION, | 276,,DATE THEREOF ie ‘Zc. NAME GF CEMETERY QREREMALORY 22d, LOCATION (City, town, or county) State) 
Q =P Kos5 (Spegiy) CAP) A 2 : 
ofo PAF JL (fo C¢72 Lo id A A LALLA 
roe ine DIRECTORS SIGNATUP 9D 2a, RECIEAY REGISTRAR "| 24b. REGISTAAR'S SIGNATURE = 
VS ANS (4 e } “ 
V5 AIS a) J Hille WAZ ZO \oan fUG3 59 Cnitun £ Fiasd 


a 


oad 


uted 
=> aint 
tae 
~ 32M 
+ gsc 
2% 
zs 
> 


- 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and completely filled in b 


Then pleose remave carbon papers. Pages 1 and 2 shauld 
ath. 


ronsit permit. 
, crematian, ar removol, ond in any event within 72 haury6 


| ar ottending physician. 


INDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours, 


he haspi 


poge 3 shauld be detached for use os the burio 


TO HOSPITAx 
may be retain 
the registrar prior to buri 


VS AIS (4) 
15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7767 CERTIFICATE OF DEATH sig. bate, BEBO’ 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. STATE Maryland b. COUNTY Carrol) 


1, PLACE OF DEATH 
9. COUNTY Cerroll MARIS 


b. Say ee pal (If outside corporate limits, write ¢, LENGTH OF STAY IN Ib 
RAL and give nearest town! 
Westminster 35 years 


d. page 4 Raat (If not in hospital, give street address) 
INSTRUTION = 35 Hersh Avenue 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
O°) Westminster 


d. STREET ADDRESS 


* SSa Fain 
35 Hersh Avenue ves (] No PQ 


4. DATE Month Day Year 


NAME OF > 
teerei) EUG EVE. HALL DELLA | bam Tuy WSF 
9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


5. SEX & COLOR OR RACE 7. MARRIED BY NEVER MARRIED [] [8 DATE OF BIRTH fopprthoy) 
r H 
Male White  |woowe— oworceot] | March 3, 1912 gi, ga aS Min. 


100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


durin, nager’” life, even if retired) | Dry Clea: Carroll County, Maryland 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
J. Grant Dell Ida Mae Allgire 
15. WAS. Pe Gee ee et ee U.S. ee. ne 16, SOCIAL SECURITY NO. }17. INFORMANT a Address 
jag |Winesare ==" a1g-20-3819 | Mires Anna it, Dell Westminster, Maryland 


18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b), ond {e).] INTERVAL BETWEEN 
gio 


PART 1. DEATH WAS CAUSED 8Y: peels ae en 
IMMEDIATE CAUSE {o] 


First Middle Lost 


12. CITIZEN OF WHAT COUNTRY? 


USA 


ue / DUE TO 
Conditions, if any, which a 
gove rise to immediote 
cotse {o), stating the ynder- ( OVE TO 
lying cause last. () 
‘3 Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0]/19. WAS AUTOPSY 
ves} Nol 
= [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Por! tor Part Il of item 18.) 
& | OR CONTRIBUTING CJ CAUSE OF DEATH 
G [{IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |f0c TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED 20s. PLACE OF INJURY (Home, Form, 1209 (City or Town) (County) (Store) 
8 Hour a. m. While Not while foctory, street, office bldg., etc.) + 
= p.m. 19 jot work [J ot work [] i 
— = 7 
21. | certify that | sapessi ha one fram. AT UMS, 1959, 101 eit (E1957 thot | last sow the deceased 
alive on____ (7, cat SND ie Se 257 ., and that death accurred at_A- M, fram the causes and an the date stated above, 
wi ADORESS (Sireet, city or town, stote) DATE SIGNED 
AL Road ‘tmin 
SIGNATUR MO. ae Ridge Wes ster, Mie 7/14/59. 
Maitre, __William L. Stewart ____19 Ridge Road Westminster, Maryland 
‘70. BURIAL, CREMATION, | 2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) ie 
FepOvaL Speci) Jnl 7-59 Meadow Branch Cemetery Nr. We ster, Marylai 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D 8Y REGISTRAR | 24b, REGISTRARS SIGNATURE 
1 ss 
John R. Byers Westminster, Maryland pare JUL 1 6 59 Chen £ Tawa 


MARYLAWy STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7780 CERTIFICATE OF DEATH mapiiiite eae 


1 


~ ce 
2 i = 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. {institution Residence before admission) 
B 8s hi 8. 727 FAL?) °. 1) pp py &. COUNTY a j 
ae 3, ie ah Ook MARYLAND: 1 /?, LAD g Rezt 
: ar] 3 b. ci oe soe {IF outside corporote limits, write |e. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town} 
3 RURAL and give neores! Be 4 ‘ = 3 yes 
5 , rape , hh , API RN < y 
eg Vi, LX. Ai2 x NEW WINDS ck FORA 
S028 & NAME OF HOSPITAL {If notin hospi, give sree) oddrens) d. STREET ADDRESS e. 15 RESIDENCE 
; 
a x OR INSTITUTION ON A FARM? 
a . U Yes E}-NOT] 
5 
2 £5 3. NAME OF First Middle los 4. Date Month Doy Yeor 
x - - 9 Dp = 4 , _ 
s {Type or print) ALORE, WE KBYE LE Vite pam Jd Yhok 1959 
ie 5. SEX 6 COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [2]-}@°DATE OF BIRTH 7 ee aoe RIF UNDER 24 HRS. 
s —- > * y Do; Min, 
ae F Wow wane yp) go / Sec _| See ee |e 
a 
= £ $3 Z 100, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF SusiiieNs oR =a 11, BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 Fa 
g 88% during most of working lite, even if retired) ae Sipe ee 
3S Rev DEL ya er E On ‘N Het e Mp RY 2. L Yo on 
zg : 33 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
8s 5 ie 5a , Arr 
2 $8 h/ as ys 
Soret ONGE NW DER FABELLE LONG 
= 2o3 15, WAS re U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
= 4 es, v0, 0° unknown UU yon, give wer or dates of rervce) ‘ aa , : Ro 
° pm f 4 SpA /) pp } 
: Bk XO ELWALD W DEL f NE Vv WIN DSC LIL 
oe pee 18. CAUSE OF DEATH [Enter only one couse per bine for {0}. (6), ond {c). INTERVAL BEFWEEN 
Y pe 
3 £4 PART I. DE S CAUSED B Bhi t Leen igen! 
. 4 3 1, DEATH WAS CAUSED BY: 
Se {3 IMMEDIATE CAUSE (0) #- RAL 
5 fF: + AO, | DUE TO - / 
Se q 
= Sar Conditions, if ony. which o ths a 9 Cte tice — 
s BES pove rise to immediote 
ae SG couse teh stoting the under: ( PUETO 
fs 25F Ube © 
z oa 3 8 bs 3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. sede af 
2ROFG e 
28588 3S ys] No 
bes A © a s = 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 1B.) 
225 ox | OR CONTRIBUTING L} CAUSE OF DEATH 
ZEges & | (IF E:THER, NOTIFY MEDICAL EXAMINER) 
2 65 G ]20c. TIME OF INJURY Month, Doy. Year [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20F. (City or town) ‘Count {Stote} 
asog y ( 1] ) 
+ HS go a Hour o. m. While Not ile foctory, street, office bidg., gol 
zaies 3 pe Sapp = c 
Chea = 
Pe S2z< 21. | certify thot | ottended the ee, rom 7. of et | . 197, to, ave, ae, Coe | last saw the deceosed 
orc< 28. 
Oo g 4 e alive on___ dea! / ae ee we et Ee i : A occurred at f__.__. ac fram the causes dnd on the dote stoted above. 
E 7 O35 ADDRESS (Street, city-or town, stote) 
<BG0. ACTUAL en me AL Vj wi! ane, 
3 SIGNAT Ag fh M.D. 08. LAtn 
poms ! 
se SICIAN Ld 
Zsgit IE (Typ —1ES J Pa 
BREOD Fe. BURIAL CREMATION, | 220. DATE aps Ge Tc. NAME OF CEI Ws ‘OR CREMATORY 72d. LOCATION (City, town, of county) (Stote} 
2-585 REMOVAL Fail 7 1A, 2, P SIL 
seek? WdbL0S E00 /. 
- F 


Zo REY MGORTENE. [2 HEI S PORATURE 


DATE 


Pp 
=> 
2s 
we 
a 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hay 


@ death. Page 4 


CTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


poge 3 shauld be detached far use as the burial-transit permit. 


— 


the haspital ar attending physician. 


Y 


Pages | and 2 should be file 


Then please remave corban papers. 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs al 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


S924 


7781 CERTIFICATE OF DEATH ee 
ike ae corel - poem eee (Where deceosed lived. If institution: Residence before admission) 
Ip o b. COUNTY 
Carroll bil abddg 1) Maryland : 
b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town) ‘ ae 
enryton 51 days Baltimore 3V0 f-u 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION x q y ON A FARM? 
Henryton State Hospital 716 Druid Hill Avenue ves 0 Nog 
. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED rt E. OF 
Myelin!) Juanita Dinkins peu July 2 1959 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


S. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [_] | 8. DATE OF BIRTH 


Female Negro WIDOWED f&] Divorced [] Auge, 2, 1931 


100. USUAL OCCUPATION (Give kind of work done! 


U 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


None Maryland U. S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph Palmer Juanita Banion 
a ei od ee oct 16. SOCIAL SECURITY NO. INFORMANT Address Balto. 3 
No | Unknown _ Juanita Dinkins - 716 Druid Hill Ave, Mas 


18. CAUSE OF DEATH [Enter anly ane couse per line for {0}, (b), ond (¢).] INTERVAL BETWEEN 


ONSET AND DEATH 


PART |, DEATH WAS CAUSED BY: 1 re —, 

a (MEDIATE feats Cardiovascular Deficiency 
ee Toe wie Moderately Advanced Pulmonary Tuberculosis 
gove rise to immediote( 1. with Pleurisy 
couse (0), stoting the under- sul 
lying couse lost. © Hepatitis-Severe drug reaction 


g Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
= =—w ne 
$ yes] no] 
= | 200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING [1 CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stole} 
3 Hour 0. m. ete. hart foctary, street, office bldg., etc.) | 
= p.m. 19 Jot work [[] ot work 1 
21. | certify that i attended the deceased from._____ June, _.. 19.59_, to July 25,--.., 1959, that | last saw. the deceased 
alive on___ Ay 25.5. Ee , 19.59 ___, and that death accurred at9s SOP_M, fram the causes and on the date stated above. 
ADDRESS (Street, city or town, stote] DATE SIGNED 


SIONATURE ws th. 4 =e s WO ees Henrytam, Maryland ____________ 1=25259__. 
NAMEtiype)__OYe Edgars M. Maculans, Supt. _Henryton State Hospital, Henryton, Md, 


NAME (Type) 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 
REMOVAL {Specify} 


Buria 


6 


@ deoth. Page 4 


filled in by the funerol directar, 
Yes 1 and 2 shauld be fi i 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hau: 


& TO HOSPITAL 


Call 


Then please remave carbon paf 


-transit permit. 
the registrar prior to buriol, cremation, or removal, ond in any event within 72 haurs after dea! 


the hospital ar attending physician. 
ECTOR: After this certificate has been signed by the ottending physician and car 


poge 3 should be detoched far use as the buri 


may be reta 


=F 
< 
oc 
a 
z 
> 
a 
° 
= 


ANS {4) 
5M 9/5B 


oS 


{MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


7 ? 8 op tod § 
CERTIFICATE OF DEATH Reg. Dist, No, 16 7 4 
@ str algae (Where deceased lived. If institution: Residence before admi: 
a. b. COUNTY 
Carroll eee Maryland Baltimore 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give nearest town) * 
Sykesville 10mos.Lidays: Cockeysville Oey as? § 
d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS . 15 RESIDENCE 
OR INSTITUTION ON A FARM? 
pringfield State Hospital : ves] Nox] 
3. NAME OF First Middle Lost 4. DATE Manth Day Year 
DECEASED OF 
(Type or print) Levin Thomas: Dorsey bere =—s Duly 6, 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED[] NEVER MARRIED [] | 8. DATE OF BIRTH 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost al Months] Doys | Hours] = Min. 
yrs. 


Male White wiboweo E Divorced [] January 20, 1878 
102. USUAL OCCUPATION (Give kind of work done] 10b. KJNB OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) 7 
Steam engineer CI9; Maryland U.S.A. 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Henry Dorsey Anna Phelps 
15, WAS DECEASED EVER IN U: S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT ‘Address 
fas, 10, oF unknown) {IF yes, give wor or dotes of service) 
No | Ck, Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), and (c)-] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: peat al ee 
sit IMMEDIATE CAUSE (0) Bronchopneumonia Days 
34) uy K DUE TO 
Conditions, if any, which (bh 
gove rise to immediate 
cause {0}, stoting the under- ( OVE TO 
lying cause lost. {c) 
z 1 I 1 TRI 7 IVEN IN PART I(a)]19. WAS AUTOPSY 
5 CBS aSsSOe TE CTP e ase ERS CARER DoT BPEL GSE LS POSES WATER ONES IN PART Ho) 19. eee meD? 
S|_psychotic reaction, ves] No UF 
= [20c. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part lor Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
| {IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 |f0c. TIME OF INJURY Manth, Day, Yeor [20d, INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 120, (City or town) (County) (State) 
a Hour a. m. While Kiger ahive factory, street, office bldg., etc.) ! 
= p.m. W lat work [J at wark H 
21. | certify that | attended the decea’ fromAugust 22, __, 19.58, to duly 6, x te Le hat | last saw the deceased 
alive an___J: LS Wy Do. , and that death accurred at.8230Am, fram the causes and an the date stated abave. 


ACTUAL 
SIGNATURE, 


RUGKIAN'S Edmund Lusthaus, M.D. 


ADDRESS (Street. city or town, stote) DATE SIGNED 
Le nine np _ Spring tint Neepitel 7/6/59 


Sykesville, Marylan 


‘Zig. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMRTORY— 22d. LOCATION {City, towns gr county} tate) 
R iy) £- oi yi We Dc. f 
Z xt tds C\ poter YF 
23. FUNERAL DIRECTOR'S SIGNATUR ‘a prey 7 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE” ” 
j 
L. é Nit oaUL 1099 | Cuthun £ Aine 


onal 


‘ter death: Page 4 
fe funeral director, 


® 


ficate be executed within 24 haur; 
Pages } and 2 shauid be filed. with 


Then please remave carbon papers. 


The law requires thot the deoth certi 
the registrar prior to burial, crematian, or remaval, and in any event within 72 haurs ofter death. 


‘OR: After this certificate has been signed by the attending physician and campletely filled in 


€ 
5 
a: 
$23 
25 
Ras 
435 
o* 5 
258% 
a 522 
Bogs 
23.09 
= 3 
egr.e 
23 
a2ze 
S2e8 
E Os 
eo. 
3 
=5 > 
Ss<2 
a 
& geo 
Qrde 
ee 
ofo 
on 
VS Al5 (4) 
15M 9/55. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 - 
Aa 
7783 CERTIFICATE OF DEATH 7765 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


0. STA’ b. COUNT ’ 
faryland frederick 
€. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Rural-- Mt. Airy saox- 2 


1, PLACE OF DEATH 
o. COUNTY 


Carroll pes) Gadel 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b 


RURAI i 
een BN eSvTT Le 6 mo 


d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS: e. 1S RESIDENCE 
tA OR INSTITUTION. 9 ON A FARM? 
. Pullen Nursing Home ves EK NO] 

zp pote Teas First Middle los 4. lg Month Day Yeor 

peemarrecia UCRETIA ELIZABETH FLEMING DEATH JULY 17 19 59 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [[] | 8. OATE OF BIRTH 9. AGE er IF UNDER 1 YEAR] 
4 lost birthday] 
female white _|woowom _ovorceo | 1-7-1869 iia ee 
100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even iF retired) 
housewife own home 


IF UNDER 24 HRS. 
Min. 


Maryland U.Se 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Machip Baker Mary ? 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no. of unknown) {It yes, give wor or dates of service) ‘ - ie! th 
no -o-- Mrs. Raymond Browning, Mt. Airy,Md. 
18, CAUSE OF DEATH [Enter only one cause per tine for (0), (b). ond (¢)-] ny INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ( y 1 “ @ ORSETAND CONTE 
IMMEDIATE CAUSE (o} (24! be hh POA 


Ut O. DUE TO yn l 
Conditions, if any, which EK Didi Bb bs se 5 head os 
5 b (b} = OLY Yo ¥ 7s a pz 


Gove rise to immediate ¥ 7 PD 
cause (0), stating the under (DUE TO j OC / 4 
lying couse lost, « Ke Lf CALS As /Z eT § 
Maat AEN LL ——_——— ee a Ad 
Past HW, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. was adTorsY 
ves) not] 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port # or Port Il of item 1B.) 
OR CONTRIBUTING £] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) (State) 
Hour 9. While Not while factory, street, office bldg., etc.) ! 
pm. 19 lat work [J] ot work [J are 


21. | certify ¢ ended the deceased from.____AJ- eaten Os to__1 7. pk j---, 19.2 f.,that | lost saw the deceased 


MEDICAL CERTIFICATION: 


alive ont. _ ame — 122 po and.thd death, occurred at 3.564 mi from the causes and on the date stated above. 
f 5 (Street, city or town, statp) L DATE SIGNED 

| see bi Lo foligSG 
Pea ere HOWARD 5 A pe ee! ed 


Neo. ONAL ee 2%b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
BURPAY | 7-20-1959 Pine Grove Mt. Airy. Md. 


23, FUNERAL DIRECTOR'S SIGNATURE We " f£ a sae id 2da, REC'D BY REGISTRAR db. REGISTRAR'S SIGNATURE 
. 
pie Re SON eG oareJUL 21 '59 Catton Sf Kine 


C. M. Waltz, 


CERTIFICATE OF DEATH 07766 


1 : MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
¥ 778 
i 


7s ers Reg. Dist. No. 
s 2s 1. PLACE OF DEATH : 2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence befare odmission) 
8 9. COUNTY 3, STATE 
= fe ‘ CARROLI: MARYLAND || ° D.C. b. COUNTY 
Fa 2 is B. CITY ORTOWN (If ounide corporate limit, write Tc. LENGTH OF STAYIN Tb ¢. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest town) / 
ond give, near y 
2s HSOBETNE 2 yrs. + WASHINGTON uf Y 
5 25 d Maes 
2, wo 2 > d. Neo ae {If nat in haspital, give street address} d. STREET ADDRESS 7 e. 3 qe 
@: WEITZELS NURSING HOME 3625 ORDWAY STREET, N.W, vee] NOR] 
5 
o ec 
2 £5 3. NAME OF First Middle lost ‘4. OATE Month Day Yeor 
QA OECEASED vas OF 
2 F, {Type or rim) ee) M. PjeyRicHs | Siam JULY 2 19 59 
Se 
= Se 5. SEX 6. COLOR OR RACE 7. MARRIED [-] NEVER MARRIED | 8. DATE OF BIRTH 9. AGE In yeors TEUNDERT VEAR[IE UNDER 24 HAS, 
= 7 jast birt Manth: i 
: 3 FEMALE WHITE wioweo} —oovorcengy | 2/10/79 Se es 
a 
ea To. USUAL OCCUPATION (Give kind af werk dane] 0b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Slate or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
& 3 luring most of warking life, even if retire 
fete OWNER "OF BOARDING HOUSE| OWN BUSINESS WASHINGTON, D.C. U.S.A, 
se ee 2 
3 68 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
g eet KARL FRIEDRICHS DOROTHEA FALKENRICHT 
2 83 1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. [I7. INFORMANT Z ‘Address 
cw Ste sae fer nega Repro eirenet epese et wea) « Edward F, A. Schmidt, 504 Waterford Rd, 
& ptr NO NONE ee sabe 
£8 a ee ey ae reer 
e 28 2 18. CAUSE OF DEATH [Enter only one cause per line for (0), (8), and (<)-]. INfetvaL BE IWEEN 
> 245 ft 
2 ose PA OAT ES Estey Crd ca t 2 
5 Fs x DUE TO Py) 
ene > Conditions, if ony, which rs _ 
s 3 Eo gave rise ta immediate 
=o sanene couse (9), stoting the ynder. ( OVETO i 
= § * = lying ¢ last. f we an 
Cee 
223 cae a Part Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THe TERMINAL DISEASE CONDITION GIVEN IN PART 1a)|19. WAS AUTOPSY 
ri = 33 3 ) a Yes[} NO[} 
Fors  [200. ACCIDENT WAS UNDERLYING (1 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 16.) 
egegee & | OR CONTRIBUTING C1 CAUSE OF DEATH 
eeees & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
Get.e ~~ 
2 Sess © [20e. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (Cily or tawn) (Caunly) (Stale) 
ares 5 eae? ea SAL. Mevenaie foctory, slreet, office bldg., atc.) ! 
yaaa = pom. 19 [at wark [J ot work [J Hl 
og ,es F J 
zesl— 21. U certify that | attended the deceased fram._______-___________, 1908. tO Jee 19. Z_ that | lost saw the deceased 
52222 ) : LI2. 
Zea $3 ative on_. hen, i ey WSF, and that deoth occurred ot gh i J M, from the causes and an the dote stated above. 
E=O35 2 ADDRESS (Street, city or town, stote) 
< acTuAL Qo , } 
ae: £ SIGNA x (AT m =iKe Sine t alee Slebetnartts..etd. iors 
D> 
SOR PHYSICIAN'S 
= #2 Hp Seat HOWARD E, HALL See ee eS 
SLC 'D Za. BURIAL CREMATION, | 220. DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or count, State! 
Qe5-a5 REMOVAL (Specify) 7) (State) 
= 5252 BURT A 7/6/59 PROSPECT HILL CEMETERY WASHINGTON, D.C, 
oro *= 
= = 3. FUN rt ADDRESS 2ao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS A15 (4) PUMPHR Y, INC, SILVER SPRING, MD, JUL 7 39 ae vs! x 
15M $38 ae DATE Chl 2 


5 778 AARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4g CERTIFICATE OF DEATH aig:iouaneleee DT 


\ 


‘bh. Pe epee = ee ee (Where deceased lived. If institution: Residence before admission) f 
a. oa. 
| Carrell MARYLAND Maryland b. county + Baltimore 


b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town) ‘ 
3 K-32 


e@ deci? Paces 


Pages 1 and 2 shauld be filed with 


Y 


an ADDRESS (Street, city or town, stote} DATE SIGNED 
Cai i Bw, .wo..._Springfield State Hospital 1/23/59 


§ 
8 
3 
" 
2 yKes = wWR-a 
‘= ide pee alata tals (If not in hospitol, give street oddress) Z d. STREET ADDRESS e. bees 3 
e 5 am oy oring d pate Hospita None ves [] NO ge] 
2 = 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
as (Type or print) J Raymond Gardner Lead Jul 
= = 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. Rae Lesaae T YEAR] IF UNDER 24 HRS. 
z 4 in. 
e me Male White — |winowen o DIVORCED PED o April 2, 1892 6 reat we 
S$ Fb 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or fareign country) 12, CITIZEN OF WHAT COUNTRY? 
gle during most of working life, even if retired) 
E owe orer - Maryland U.S.A. 
S . © | 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
o 
3 2k Jom Charles Gardner Rebecca Harker 
ads 
= Ba 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. INFORMANT Address 
= a E (Yes, 10, oF unknown), {If yes. give wor or dates of service) “a 
§ ofp No | se 212-28-9538 Springfield Hospital Records 
2 £8 
B gs = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-] INTERVAL BETWEEN, 
yeas PART |, DEATH WAS CAUSED BY: Y 
if. ons i IMMEDIATE Caust o) __ Cerebral arteriosclerosis cars 
= vi 
3 zee ao ee Fo x DUE TO 
& 4 
= S22 Conditions. if any, which w__ Generalized arteriosclerosis Years 
3s 3 . co gove rise to immediate Pree 
Ss & ae couse (0), stating the under- 
a 5 v2R lying couse lost. (¢). 
LA ying couse fatty 
3 a $ 8 S ra Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)|19. WAS AUTOPSY 
SRote =|/C.BeSaassocewith convulsive disorder with psychotic reaction. EERO RAC 
£6825 S|_ Mild diabetes yesC] NoCK 
ie Pa _ § © [200. ACCIDENT WAS UNDERLYING L]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
ae & | OR CONTRIBUTING C] CAUSE OF DEATH 
<gge o G [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
sftte: = 
g océs G [20c. TIME OF INJURY Month, Day, Yeor )20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
F5oes 3 Hbocete a While __ Not while foctory, street, office bldg., etc.) ! 
eoz.s = pm 19 Jot work [1] ot work] ' 
[ae 7 
z es 21. | certify that | attended the deceased fram_ September 1p uly 22) , 12 DAhat | last saw the deceased 
oct = 2 
Z 2g 3 3 alive on___July 22, , eee 0 19.59 _, and that death accurred at_ il 30 Hom the causes and an the date stated abave. 
E03 
- o 
are 
wa 5 
ers 
=aua 
22485 PHYSICIAN'S 
HegeS || |Naweitees_(/Agustin delCampo, M.D. ... Sykesville, Maryland 
FA 3 2 ps ? 2a. pe 2b. DATE THEREOF Z2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 

& L . 
5 26 g2 uria 7/25/1959 oudon Park Cemeter Baltimore Maryland 
ee 23. FUNERAL DIRECTOR'S SFONATERE: DDRESS ‘240, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 

s i 

veal) llsworth Armacost-4600 Liberty Hghts.Ave. _|par JUL 29°59 Chath £. Fira 


1 


a 


STATE 
HEALTH DEPT. 
eo > 

a 


& 


File poges 1 ond 2 with the State Boord of Health 


\fany deloy is 


VWem. 18, Give Pages 1, 2, and 3‘to the funer 
clong with form PM3. Page 5 may be retaine 


te should be executed within 24 hours after death. 


cote, writing the ward “pending’” in pencil 


orded to the Chi 


jef Medical Exominer’s Off 


TO FUNERAL DIRECTOR: Page 3 shau!d be used as o burial-transit permit. 


3 
8 
z 
2 
Fr 
z 
= 
< 
« 
ind 
2 
< 


Ld 


TO DEPUTY 
execute the 
4 should be 


VS. ATSME 
$M 2/57 


Ns 


or its designoted agent, prior to burial, cremation, ar removal, and in any event within 72 hours after death. 


OG 


04 


\ 


D STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
— oe ebie AL EXAMINER'S CERTIFICATE OF DEATH 07768 


eg. Dist. No. 
1 Hera OF ‘DEATH 7786 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before ean y 
COUNTY cae ©. STATE b. COUNTY uw 
a : Maryland. = Balto.City * _ 
B. CITY OR TOWN i cue cero tn. wie FAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, wete RURAL ond give neares! town) 
MG scorer tase 
sville yrsellmos.dkys  _—«wBaltimore ib ae 
d. NAME OF HOSPITAL OR INSTITUTION (If not in “hospitol, give street oddress) d. STREET ADDRESS e. pyc a 
| Springfield State Hospital __ ___||_ = 509 Wa! Port St. __ [vs Nog) 
3. DECEASED. First Middle lost 4. ont Month Doy Yeor 
{Type or print Charles Phillip Gross bam = July 23, 1959 
75: SEK 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIEO [Xd 8. DATE OF BIRTH 9. AGE Wayeon IF UNDER 1YEAR| IF UNDER 24 HRS. 
Hit ; 
Male White wiooweo [] _oivorceoC) | June 26, 1890 69 ys: Doys | Hours | Min. 


h2. CITIZEN OF WHAT COUNTRY? 


U.S.Ke 


LS USUAL OCCUPATION hee kind of work done} 
aii most of working life, even il retired) 


orer 
13, FATHER’S NAME 

Charles Gross: 
15, WAS DECEASED EVER IN U. 5. ARMED. FORCES? |16. SOCIAL SECURITY NO. 


Maryland 
14, MOTHER'S MAIDEN NAME 


Johanna Pohlann 


17, INFORMANT Addrets 


10b. KIND OF BUSINESS OR en Ww ae (Stote or foreign country} 


"Wo [See | 218.10-0933-h Springfield Hospital Records ee 

18. CAUSE OF DEATH [Enter only one cavie per line for (0), (b). ond (c).] oe — . IRA arIWEeh = 

= i PEAT AMEDIATE CAUSE (o) Asphyxia due to occlusion of larynx and Minutes 
GALT ouE To pharynx with food 


Gove rise lo immediote coure 
(0), sfoting the underlying OVE TO 
couse lost. a 


PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE i heses CONDITION GIVEN IN PART 1(0]/ 19. Pasta § AUTOPSY 
Schizophrenic reaction, chronic undifferentiated type. vie ras NOT 


Conditions, if ony. which (ol 


{eo} —— mat 2 => = 


20a. EXTERNAL CAUSE WAS 
PRIMARY (3 or CONTRIBUTING C] 
CAUSE OF DEATH. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert It of item 18.) 


Aspirated food 


20c. TIME OF INJURY Month, Doy. Yeor — [20d. INJURY cee 200. PLACE OF INJURY (Home, a 1704. (City oF town) (County} a oo 
While Woithied foctory, street, office bldg. e' 
Ma 


Hi 

1:00 6m 7-23-59 ww forwark [J ot wort 8.8. Hospital | Sykesville Carroll 

21, 1 certify that { toak charge af the remains described) abave, held an Autopsy [4 Inspection KJ, Inquiry PX], and in my 
opinian death resulted fram: Natural causes [], Accident PE], Suicide [J], Hamicide [], Undetermined manner [] 


seuncclames (Va 


ASSISTANT MEDICAL EXAMINER (_] 
mourns James T, Marsh, M.D, oly anes xan) 1/23/59 


To. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR\CREMATORY 
eae aC £. 54 Ls jl 
R. “FUNER jan. 7 (ee Nee ow TF Condd, 


DATE SIGNED 
mp, CHIEF MEDICAL EXAMINER [7] 


Tid. LOCATION (City. town, oF county) (State) 


2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


F-24258 tr oh rie — 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 az7769 
27787 CERTIFICATE OF DEATH > 


ib PLAGE OF DEATH 77 feased lived. If institution: iy before od Diy ip 
a. MARYLAND b. coun ‘eo bi 4 
b. CITY OBJOWN (If ouhide cor ¢. LENGTH OF STAY IN Ib rz | lip ORAL and give nearest dwn) 
RURAMardrgly ya 

y LA 
i * oye street Sddress a d. STREET ADDRESS // /]e. 1S RESIDENCE 
7 a + ON_A FARM? 
5 Sa | ie. OC ZB yes] no] 


\ 4 NAME OF EI Yeor 
DECEASED e 
\ Cpe a it e/a Of 0K Jt = of 2 ary, 17 
UNDER 24 HR! 


7. MARRIED Tah EVER MARRIED oO a i ha OF BIRTH 9S WGE Whe ne fh UNDER 1 YEAR| IF 


wipoweo () pivoRCED (] 226 5G 
0b. KIND OF BUSINESS OR INDUSTRY] 11. 81R' ho E (Stote or c LoL 
é, 


funerol 


fter death: Page 4 


thin 24 hours 


Pages 1 ond 2 shauld be 
Ae 
x 


Min, 


4 OF CUNTRY? 


S2é 


18. CAUSE OF DEATH [Enter only one cause’ per line for (0). (b). ond (c)-] ZZ 


PART |, DEATH WAS CAUSI Carcinhma of the ey 


ED 8 
rs IMMEDIATE CAUSE © 
1750 QUE TO 


Conditions, if any, which (0 
gave rise 10 immediate 


NTERVAL BETWEEN. 


(ORAS DEATH 


Then please remave carbon popers. 


cause {a), stating the under. ( SUE TO 
(¢). 
Past, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
yes] No PY 


306, ACCIDENT WAS UNDERLYING [] | 0b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part W af Hem TB.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, “i Year [20d INAURY OCCURRED [20e. PLACE OF INJURY (Hama, form, 120, (City ar town) (County) (State) 
Haur a.m. While Not ita i SS a 
Pm. fat work [7] at wark 


Al | certify that | attended the deceased tn 


MEDICAL CERTIFICATION: 


ENDING PHYSICIAN: The Jow requires thot the death certificate be executed w' 


the haspitol or ottending physician. 
‘OR: After this certificote hos been signed by the attending physician ond completely filled in b' 


= FA Dr eciase (Street, city or town, state) DATE SIGNED 
AL _- 
ee SeNtion io, ...-.-----Hompstaad,Ma________.........-2/21/59... 
‘ PHYSICIAN'S 
WE Ty ER Oasis F: a sn eae ee ee ny OMS BRAG Re ig nf: 


the registrar prior to burial, cremation, ar remavol, and in any event within 72 hours after death. 


page 3 should be detached for use os the burial-transit permit. 


eee re EL 
wt eae Te Aggl Ge oie 24 


TO HOSPITAL 
moy be retai 
TO FUNERAL DI 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 v7 "9 
7788 CERTIFICATE OF DEATH ‘eile J 700) 


Sy Gate 
2 3 3 M ne PLACE OF ee op USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
85 { o a. b. COUNTY v 
Seen Carroll MARYTAND Maryland Montgomery 
£ 3 g b. CITY OR TOWN {If outside corporote limits, write} ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
8 5 RURAL and give nearest town} . 
v 32 Sykesville 10 days: Silver Sprin, l 
ee _ |” 4. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS ©. IS RESIDENCE 
ea 9 } t OR INSTITUTION ON A FARM? 
st ee Springfield State Hospital 9201 Second Ave, ves ONO Gi 
° ec 
eo 3. NAME OF First Middle tos 4. DATE Month Day Year 
Ve DECEASED OF 
a 2; (Type or print Harvey Kalb H ickman DEATH July 16, 1959 
= 2 5. SEX 6. COLOR OR RACE | 7. MARRIED [Of NEVER MARRIED. [a B. DATE OF BIRTH 4 eG a Ra one peat IF UNDER 24 HRS. 
= tH He Min, 
3 2 Male White wipoweo[] oworceo] | February 1h, 188 968 A ese Ua Ui 
2 5 ae Wo, USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
3 2 a3 dusing most of warking life, even if retired) e 
bo zed Book-keeper (retired) Moss Realty Co. Virginia U.S.A. 
3 2 2 g 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
3 he Unknown Luther Hickman Unknown Annie Arnold 
te — é 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. INFORMANT Address 
et es (Yes, no, or unknown} (If yes, give wor or dates of service) .. 
& off No | - - Springfield Hospital Records 
eo asad 
5 g 8 a 18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), and (c).] INTERVAL BETWEEN 
eo 28's PART |. DEATH WA‘ ED BY: 
2 ese oo, IMMEDIATE Cause (o,_Cerebral arteriosclerosis: Years 
= ==8 Ux DUE TO 
> 
= 5z> Canditions, if any, which Generalized arteriosclerosis Years 
6 BES gove rise to immediate 
35 gs couse {0}, stoting the ynder- ( OVE TO 
g¢ cee lying couse lost. © 
z ee 3 o_. 5 Pa Ml. OTHER oowi tn Sorebra ITRIBUUING TO DEATH BUT NOT ‘Swi HE TERMINAY DISEASE CONDITIO! Ion IN PART Io) ]19, WAS AUTOPSY 
Bgaig 2] C.B.S.agssoc.w: cerebral arteriosclerosis psychotic reaction. PERFORMED? 
26808 $ ves[] Now 
are 6 = ['20a. ACCIDENT WAS UNDERLYING C1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
ZSoau % [OR CONTRIBUTING (1D CAUSE OF DEATH 
aegeo U |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2sges % |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED _|20e. PIACE OF INJURY (Home, oe 1 20F. (City or town) (County) (Stote) 
—>srses ray Hour a.m. Whil Not whil jactory, street, affice bldg., etc.) | 
= 4 pone E = iipraces Palen sree a ' 
2*58 
2 3 a 21. | certify that | attended the deceased fram July 6, Ere eee) , 1959, ta_ July 16 pec}: 1959 that | last saw the deceased 
me os . 
Zee 8 2 alive on... July 165 eerie ’ 259, and that death accurred ot_3250B,, fram the causes and an the date stated abave. 
=i 3 2 Bx ADDRESS (Street, city or town, state} DATE SIGNED 
eo: , hel vo, Springfield State Hospital __7/16/59_ 
capa 
a 
23225 /f Agustin delCampo, M.D. Sykesville, Maryland 
efgee en a a 
BSEo'D 720. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
is) sR os REMOVAL (Specify) 
oFo ies 20,1959 | CEDAR HILL 


2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ADDRESS 
irey ,1Nc. ,suiViR SPRING MD. ve aL 20°59 Bilt hans 


< 


SAIS (4) 
5M 9/58 


y ] ; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7763 MEDICAL EXAMINER’S CERTIFICATE OF DEATH ATT 


‘OR STAT : Reg. Dist. No. ia 
H ATH DREL: 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) — 
eo > 9. ms é 
ee CARROLL mane |" AMAR V2 ANY Om" CHRRO LL 
aes PACTS Te ener visite ©. LENGTH O8 STAY IN Tb ¢. CITY OR TOWN (If outtide corpo/Ste limits, write RURAL ond give nearest lown} 
eet Seb “nghetnser 
8 Bs WESTMINSTER. 1 tae el ZMUINSTER MD. RD:L 
" zg . d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) a ‘STREET ADDRESS e rye 
9° 
be MANCHESTER, FIUE. LITHES TOWN ROAP ws CF-RO 
See = === - — 
BEES 3. NAME OF First Middl Logt 4. DATE Month Doy Yeor 
eon DECEASED TY 4 a . Lig OF 
Paley (Type or print) 7 HOMAS AG Y. ES DEATH Wl 4 5 19S 
So7es 3, SEX 6 COLOR OR RACE |7. MARRIED EP] NEVER MARRIED [J] €. OATE OF BIRTH 9 AGE iw won [FUNDER TYEAR] IF UNDER 2445._ 
w2 ss it thdey) a = 
se ER MALE WHITE wipoweo {J pivorceo () BAH 2, OVA SL Fy Peeae Min. 
oo — 
3 re 10a, USUAL OCCUPATION (Give kind of work done] 10. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE /Stote er foreign country) 12. CITIZEN OF WHAT COUNTRY? 
£a38 ing most_of working lite, eve) 4 red) rks as 
e887 | SAVE OTB NIBIM B) HELL OLLCp, LVT/CA- NV i 
33 3 SF 13, OF NAME 7Ti4. MOTHER'S MAIDEN NAME 7” Ii 
oD 
gee EORGE SH UGHES ANE PNM HUTSON 
=e se & 15. WAS DECEASED EVER IN U.S. ARMED FORCES? [16, SOCIAL SECURITY i 17. INFORMANT Address . ia 2 
BH 2% p ex mo, oF uno ee oa Peter 
£22 = x eS G5 2 TH: LOEB PLLA 
Bots £ Ls [Ths 2 re “ 4 
5 5 . : iS 18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), and (c).] i IRA ETWcy 
sae PART I. DEATH WAS CAUSED BY: iy ia jee) 
Begre IMMEDIATE CAUSE (a) U I 
Sake Bik wMOM 
g= 55 Yee <7 DUE TO ‘ 
Cary aa 4 Conditions, if ony, which to) a RAGA CEG — 
3 Rete Qove rise Ia immediate cause 3 ‘a 
Ze 32 a 19), Hating the underlying( PUETO Aeots/ “2. 
Breage couse las, ~~ « : C4. 
Big ae — 
298 = 3 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED ZO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]|19, WAS AUTOPSY 
23-0 a PERFORMED? 
Se ve ) 
LeazEe 3 ves] No 
geass: = 
s a 3 3 = I caer ea ihc a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port J or Port Il of item 18.) cal 
o? 3 oS = 
bar ee § | CAUSE OF DEATH. 
2S2ss ie ».2 led he. = ee _ +1 
its 22° 3S [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, + 20f. (City or town) {County) (Stote) 
é&=oe2 6 Hour 0. m. While Not white factory, street, office bidg., etc.) | 
Flees = pom. 19 Jot work [J] of work CJ H 
2 oe : 5 - - 
= es 21. V certify that | took charge of the remains described obove, held an Autopsy {_], Inspection J, Inquiry [], ond in my 
a eBSs opinion death resulted from: Noturol causes fal. Accident [], Suicide [], Homicide {C. Undetermined manner [] 
262s 
< 250% 
is ACTUAL DATE SIGNED 
= ca aL [SeNAtune sup, CHIEF MEDICAL EXAMINER [7] </9SF 
afi8 Q ASSISTANT MEDICAL EXAMINER [J Y F 
pete : EXAMINER'S v i 
Epzes NAME {Type} G DEPUTY MEDICAL EXAMINER DY 
=> — = - — = = 
&So0Zx To. BURIAL, CREMATION, |22b. DATE THEREOF / Te. ity. ounty) Stote). as 
Se sae OVAL (Specify) 4 i eee 
oe EMilpl| tr, A. 
23. FUNERAL DIRECTOR'S SIGNAT! Jab, REGISTRAK S’SIGNATU 


VS. AISME Ghas= 
Lp 


Cuthenn sh Hina 


oll 


Kond 2 shou! 


Y Poge 4 
oS, 
led in by the funerol director, 


Then pleose remove corbon pope! 


‘onsit permit. 
the registror prior to buriol, cremotion, or removol, ond in ony event within 72 hours ofter death. 


cote hos been signed by the ottending physicion ond compl 


ENDING PHYSICIAN: The low requires thot the deoth, certificote be executed within 24 hour: 


poge 3 should be detoched for use os the buri 


TO FUNERAL DIRECTOR: After this ce 


TO HOSPITAL 


om 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


2789 CERTIFICATE OF DEATH Va, 2 G72 


tr Letra «ial i 2. USUAL peo eter (Where deceosed lived. If institution: Residence before admission) 
o. a. STATI b. COUNTY 
Carroll ee aes Maryland 
b. CITY OR TOWN (If autside corporate limits, wrile | c. LENGTH OF STAY IN Ib e. CITY OR TOWN [iF autside corporate limits, write RURAL ond give nearest tawn) 1 
RURAL ond give neares! tawn) F 
Sykesville yrs. Somos. 26d Baltimore 2 yh 
d. NAME OF HOSPITAL (If nat in hospital, give street address} d. STREET ADDRESS. . 1S RESIDENCE 
RIN; mer ON A FARM? 
eld State Hospital 410 E. Oliver street Yes (]_NO Bal 
3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED OF 
(erect George Harris: Jeffers: | beam July hy 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED [Mf NEVER MARRIED [] | 8. DATE OF BIRTH 9 AGE {in yoors IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lostpirthdoy) [ Manth ae 
Male White wipowep [J pworceo[] | July 17, 1880 76 oP ag lf a 


10a. USUAL OCCUPATION (Give kind of work “ata KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


duting mast of, warking life, even if cetired) 


{Yes, 10, of unknown} 


interior decorator - Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Urtersewm James H. Jeffers TERS Christina Weidner 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


UF yes, give war or dotes of service) 
- 


13-14-2070 | _ Springfield Hospital Records 


MEDICAL CERTIFICATION 


‘22a. BURIAL, CREMATION, 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


William Cook, Inc., 1217 St.Pau 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c)-] INTERVAL SETWEEN 


PART I. DEATH WAS CAUSED 8Y: 4 
~,. IMMEDIATE CAUSE (o|_____— Bronchopnewmonia aye: 
471% DUE TO 
Canditions, if any, which rc 


cause (a), stating the under. ( DUE TO 
lying cause last. e 


Pag It. cH R SIGNIFICANT CQNDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o} 19, WAS AUTOPSY 
CBS ew: cerebra. arteries CleFOSiB PERFORMED? 
ves] NOX] 


|. ACCIDENT WAS UNDERLYING C} r DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 


dave iirse -to Stevmed fete: | 


200. 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Yeor [20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F. (City ar tawn) (County) (State) 
Hour a. m. While Nat while, foctory, street, office bldg., etc.) t 
lat work [] at work 


21. | certify that t 5? that | lost saw the deceased 


alive an___. ¥ 


DATE SIGNED 


AGWwaTuRE Lo  , _ BS PPAEL SOLE NMOSP2 cas Us/s9___ 
Nameityes____Edmmd Iusthaus, M.D. === Sykesville, Maryland 


7b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, tawn, or caunly} {State} 
7-8-59 Loudon Park Cemetery Baltimore 


‘2a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


oUL 8 59 


REMOVE” 


1 Street 


od 


A Ie 
y Bs 
oD FF 
eit 
a P 

ao 
£3 
g 8 
Bd 2 
iene 
a 
=a 
~H 
aa 
ze 
2§ 
De 
plea 


Pog) 


the registrar priar ta buriol, cremotion, or removol, ond in ony event within 72 haurs ofter death{ ama 


Then please remove corbon popgfs. 


ENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hour: 


he hospitol ar ottending physicion. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physicion ond camp| 


® 


moy be retaine 
page 3 shauld be detoched for use os the burial-tronsit permit. 


TO HOSPITAL 


+ 


ols 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


7790 CERTIFICATE OF DEATH NG703 


Reg. Dist. No. 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decoosed lived. If insltution: Residence before admission) 
3. Carroll Meaevianoell ie erate Maryland bCOUNTY ag ty 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 5 
Sykesville Qm8sa4 Baltimore 13,Md. 2vo/-4 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS . 15 RESIDENCE 
OR INSTITUTION ON A FARM? 
pringfield ate Hospital 3228 Cliftmont Ave yes] NOX] 
3. NAME OF i ida 4. 
DECEASED Fist me Lost DATE Month Doy ‘Year 
(Type or print) James Sui Jensen DEATH T= 8 1999 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdey) [Months] Days | Hours | Min. 
W wivowen [] Divorce [[] 5 22=85 Th 
VW0a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
901 _& Age make Retired 3 Denmark xmmka USA 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Saliach Jensen Christine ? 
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
fas. nO. oF unknown) (HE yes, give wor or dates of service) 
no fae 213-034-327 S.S.Hospital Records 
1B. CAUSE OF DEATH [Enter only one couse per line far (0), (b). ond (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
‘ IMMEDIATE CAUSE (o}. Septicenta ‘weeks 
pty; DUE To 
Conditions, if ony, which y Multiple decubitus ulcers weeks 
gove rise to immediote 
couse (0), stoting the under- { OVE TO 
lying couse lost. ce 
Zz |. OTHER SIGNIF| 1 1B Ri A IVEN IN PART 1(0)|19, WAS AUTOPSY 
5) CBS. CHSWSS ALE A CURE RUE PEST EOR UTEP RAS WIT Nye Seaet Don (ol). WAS AUTOR 
3 yes] NoCX 
= | 200. ACCIDENT WAS UNDERLYING []__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port It of item 18.) 
5 JOR CONTRIBUTING LJ CAUSE OF DEATH 
iS |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Yeor | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
rat Hour oo. m. While Not while foctory, street, office bldg.. etc.) | 
= p.m. 19 lot work [[] ot work H 
21. | certify thot | attended the deceosed from, Ree ust y Noe toh TaZee_____. , 19. 5Ahat | lost sow the deceased 
olive on____ JeeFm , 1999 _// ond that death occurred a¥815 Py fram the causes and an the date stated obove. 
> Se ADDRESS (Street, city or town, stote) DATE SIGNED 
£6iUthne_ Cel Marx Springtield State Hospital 74-59. 
PHYSICIAN'S 
NAME (ype Edmund Lusthaus M.D. _ Sykesville, Maryland, 
720. BURIAL, CREMATION, | 22b. DATE THEREOF Dac. NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, of county) (Stote) 
REMOVAL (Specify) 
U 8 tly 6 059 O pine Park em Ba more q 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


HENRY SANDER & SONS.INC. Baltimore Ma. |,,JUL7 ‘39 Collen £ Kiaud 


@ death arpesald 


n and campletely filled in by the funeral director, 
bon papers. Pages | and 2 shauld be filed with 


Then 


TENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hai 
the registror prior to burial, crematian, ar removal, and in any event 


y the hospital or attending physicion. 


page 3 should be detached for use as the burial-transit permit. 


may be retaine’ 
TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physi 


TO HOSPITAL 


% 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Ez 
2°793 _ CERTIFICATE OF DEATH ie on na Oe 


2. bent tel ake (Where deceosed lived. If institution: Residence before odmission) 
oO. 


1, PLACE OF DEATH 
co. COUNTY 


b. COUNTY 
MARYLAND 
0 ‘land 
b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) z s 
Sykesville elmo. 25 . Rocky Ridge 10x 


d. NAME OF HOSPITAL (If not in hospital, give street oddress} 
OR INSTITUTION 


d. STREET ADDRESS e. 1S RESIDENCE 


ON A FARM? 


Springfield State Hospital ves L] No 
3. NAME OF First Middle Lost 4. Date Month Dey Year 
(Type or print EDITH CATHERINE KEILHOLTZ | earn Jw 30 1959 
5. SEX 6. COLOR OR RACE ]7. MARRIEGK] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In year LEENDEY TYEAR|IF UNDER as 
Female White = |wicowen PQ —_vivorceo 3-26-91 on | ths] Days | Hours | Min. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHATCOUNTRY? 


during most of warking life, even if retired) 


meee’ Own Home Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Grayson Howard Valentine Alice Amanda Eyler 
1g, WAS DECEASEDEVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. [INFORMANT ‘Address 
es. ne, aggnknowe I a or da of ren} 
Ne ey none Records, Springfield State Hospital 
1B. CAUSE OF DEATH [Enter ‘only ane couse per line for {0}, (b), and (d.] PSE op sl 
PART |. DEATH WAS CAUSED BY: 
Pe iMMeoiate Cause jo) _Agranulocytosis, due to drug reaction Days 
a DUE TO 
Conditians, if ony, which eo 
gave rise ta immediate 
cause (0), stoting the under ¢ DUE TO 
lying couse lost. (c) 
ra Past i. OTHER SONA ers iS CONTRIBUTING TO DEATH BI pe RELATED JO THET! fees DISEASE CONDITION GIVEN IN PART 1a} /19. ieee 
i! ero ova, oul d ease 
3{| Schizophrenic reaction 5 parsnold eype° plus a ates mellitus YEN no 
= (200. ACCIDENT WAS UNDERLYING [}__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& lor CONTRIBUTING [LI CAUSE OF DEATH 
& [UE EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c, TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} (County) (Stote} 
3 Hour o.m. While Not while factary, street, office bldg., etc.) | 
= p.m. 19 [ot work (] ot work [] { 
21. | certify that | offended the deceased from_l0=20=5 __. 19.____, ta0.__7=3059. , 19_.,thot | last saw the deceased 
alive on____ __--- 7-30-59 _, jee and thot death accurred at 825 AM, from the causes ond on the date stoted obove. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
Sena TURE mo, Springfield State Hospital 7-30-59 __ 
NAME ttyee_EGmund Lusthaus ___ Sykesville, Maryland 
To. BURIAL CREMATION, 2b, DATE THEREOF Te. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
QVAL 4Speci 
Buys Bn-2-59 Mt. Tabor Cemetery {Rocky Ridge, Marylahd 


2s. Foprenaeigecrons aicpfarye ADDIS Do. REFED BY REGISTRAR ie REGISTRAR'S SIGNATURE 
/) sit Le Grosse [i em [2 é nal ie Athan $ Kinsae 


7 


a 


4 
INDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


; rs ; CERTIFICATE OF DEATH NG775 
hi q 92 Reg. Dist. No. 
~ se 
toy 3 3 M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheredececied lived. If institution: Residence before odmission} 
& o y 9. STATE b. COUNTY ‘yy Gp 
es ti MARYLAND 
og u LTA LL ELEY 
= Ps : " i mits, write | ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside Corporote-limits, write RURAL ond give nearest town) 
8 8 R to ! Pee Xx f 4 y Wy) 
= ele = A Letty ee et Ler at DLA 
- d. NAME OF HOSPITAL (If no#‘tn hospitot, give street oddress} : ‘d. STREET ADDRESS: * e. 1S RESIDENCE 
J OR INSTITUTION ? ? 1 oe v4 ‘ON A FARM? 
5 LL git de Yes J No 
& j 3. NAME OF First > Middle tost 4. DATE Month Doy Yeor 
- . : { y af 
ee, (Type or print) 2 o ; 192. Gb ie A VOL DEATH G 19. ENA 
8."DATE OF BIRTH 9AAGE (In ydors IF UNDER ¥ YEAR| IF UNDER 24 HRS. % 
* yy lost birthdoy} in 
J A B i 


10s. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUST! 


12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


FLIS 


ee, 


14, MOTHER'S MAIDEN NAME 
At TILLECIY 


KELALAE EA Ae (Lass 
3 AS. Wedel EVER IN U. S. ARMED FORCES? |16. 17, INFORMANT Address ; 
(9, no. oF unknown] IIE yes, give wor or dates of service} JY t J P wih 
7 oS W/); b A240 A $e LE ti) = Ban Lt hte, 2g 


VM" |QNSEY AND DEAT 
ATH 
IMMEDIATE CAUSE (0] brie z te deburl } 
ia 


LRO.O DUE TO i —— P E 5 
; Be y £2 oN Sei Ae a 
(b) jes if nek . 2. of, 
gove rise to immediow( 1. " rs zi 2 
couse (o}, stoting the under: ° 4) ) ‘ “1 
lying couse fost, wo AAA vAte ei =) Crk - D SG 
Pant Il. OTHER SIGNIFICANT CONQIFIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART W(o)/19. WAS AUTOPSY 
yes] NOL) 
200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 1B.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stotey 
How 0. m. While Not while factory, street, office bldg., etc.} y 
pom. fot work [] ot work [[] ' 


13. FATHER'S NAME 
° 


PART 1. DEATH WAS CAUSED 8. 


cian. 
TO FUNERAL DIRECTOR: After this certificote hos been signed by the attending physician ond completely filled 


hysi 


ing p 


MEDICAL CERTIFICATION 


e hospital or attend’ 


page 3 should be detached for use os the buriol-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


the registror priar to burial, cremation, or removol, and in any event within 72 hours after death. 


21. | certify thaty attended icecenes from.____< a eed bara. 9ST, to Z, kh aan... 192Z..,that | lost saw the deceased 
alive on___Z- bee SS i, 12_______, and that death accurred ot 4... 44M, fram the causes and an the date stated abave. 
ol ot ekg iy ity or town, “a. j DATE SIGNED : 
rf SIGNATURE : MDa aoe kk, oe pon Duly 
2 $ 7 
zi | \ouwies Hower p  £ Ha LLM EN ALE LOD ae ae 
Fd cd (City, tows. oF county) (tote) , 
a 8 OZ OP AE Ll ¢ 
. 


240. REC'D BY REGISTRAR ‘2db. REGISTRAR'S SIGNATURE 
APATEL 1 4 '59 Cnthun § Fiasse 


VS ANS (4) SV 
15M 10/57 


et 


/ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 My 9 °% 6 
7793 CERTIFICATE OF DEATH ‘ut nian 


+ es 
& 2" 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
5 8 COUNTY 
ora < Carroll MARYLAND || Maryland °°" Carroll 
a | She 
= Se b, CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
3 + RURAL ond give nearest town} 
3 52 23yrs.3moseSdtys ~ Syke Sykesville 
22 d. NAME OF HOSPITAL (If not in hospital, give street address) <, STREET ADDRESS @. 15 RESIDENCE 
i OR INSTITUTION : ‘ON A FARM? 
BR 2 / ringfield State Hospital / None ves C]_Noge] 
£6 3. NAME OF First Middle lost 4. DATE Month Dey Yeor 
= Pests 4 Carri ¢ Kr cre J 2 
3 ‘ype ar print] arrie e irk : 1 
3 5. SEX 6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR]IF UNDER 24 HRS. 


Female White 


Uninown Coe Months last Rigo] 


11, BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


wiboweo [a bivorced [] 


3 
25 
a4 
Fae Toa, USUAL OCCUPATION (Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY 
= ring most of werking life, even if retired) 
223 Housework - Maryland U.Sehe 
2 
; 3 2 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
. 7 
bay Albert Bevans: Unknown 
& : a WAS Ce 4. deby ha eH 16. SOCIAL SECURITY NO. INFORMANT Address 
& anagp. or unknown) {iF yen. give wor or dots of service) 
o§ Wo | - - Springfield Hospital Records 
2 Be 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, and (c)-] INTERVAL BETWEEN 
Zaz PART I. DEA Y: 
one DeaTH was causto ey. Arterfosclerotic heart disease Years: 
eee “LL AO DUE TO 
> 
Clad Canditions, if any, which , 
Bes gove rise to immediate, de 
Sas cause (a}. stating the under- ae 
es-0 lying cause last. (¢ 
= 3 oe 
3 3 5 5, ra Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}/19. NEC INERee 
ees jo Sea | 
£238 13 Manic depressive reaction, manic type. ves) N 
ges = ]200. ACCIDENT WAS UNDERLYING [1] 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
on ele = OR CONTRIBUTING CT] CAUSE OF DEATH 
§ YES © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Stes & Joc. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (State} 
o = Vv 
sigs = oor Pant, nile ericneat factory, street, office bldg., etc.) } 
3 23 E = p.m. Ww lat work of work ' 
oo ; 
givc 21, | certify that | attended the deceased from_Mareh ' reer 19.55, toduly 2, eee, ! 19. 59that | last saw the deceased 
£292 59 s25i, 
oS alive on_Ji pang. e 22 52 Syl, }___, and that death accurred at_U3i25JM, fram the causes and on the date stated abave 
£83 
*OBo ADDRESS (Street, city or town, state} DATE SIGNED 
neve 
Se seun hel C4 
Peas Senaty o. ..... Springfield Hospital 112f59__. 
sane i — 
Sieh PHYSIC(AN’S, 
seize NAME Agustin delCampo, M.D. Sykesville, Maryland 
co I ta I a Bs Ts I tp oe Me 
33 va Ra. aS ae ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY i LOCATION (City. town, or county} (State) 
rIoas ipecify) 
ae ie July 6/59 | Parkwood Cemetery altimore ,Md. 
é 


To et | (SEE PHYSICIAN: The law requires that the death certificate be executed within 24 hour: 


Dab. REGISTRAR’'S, SIGHATURE 
Cikhan &: Honk 


< 
& 
> 
a 
= 


[tzke Funeral Directors, Ui Edmondson Ate “—<— 
DA’ 


2 
2 
Py 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
779% CERTIFICATE OF DEATH NGT07 


Reg. Dist. No. 


= 


3. 4. DATE Yeor 


i pees —_ First Middle lew oF Day n 
fect ELIZABETH HELENE KLAATSCH fam 2? eas 


5. SEX gem 6 COLOR OR RACE |7. MARRIED [I] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years AIF UNDER 1 YEAR|IF UNDER 24 HRS. 
i thy 3 124 last birthday) 
a. WIDOWED BX" DIVORCED [] QuK 6 a som 


10a. USYAL OCCUPATION (Give kind of work done| 10b. bilan OF BUSINESS OR INDUSTRY | 11. BIRTHP(ACE (Stote or foreign country) 12. CITIZEN OF WHAT Vy 


during most of working life, even if retired) ey Ce G& = R N A NY GE RTA VY a 


UT 1 28. 
14. MOTHER'S MAIDEN NAME 


“HERITANN KGAATSCH |F/BLENE © PANCEVRE RE 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17, INFORMANT ‘Addrexs = Leet 
‘et, 0, OF unknown) (IF yes, give wor or dates of service} \ *! hy t4 ake 
Eat oy heedtt- Wetrrw> A KLantut ©, we # 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c}.] INTERVAL 8ETWEEN 
TART. DEATH Mote cause. Myocardial Insufficiency 
IIE DUE TO 

Conditions, if ony, which » _Metastatic Carcinomatosis 


gove rise to immediote 
couse (a), stoting the under 


ioe Le wa of Uterus 


ee 
- 3 oy | 1 Place OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If ititution: Residence before odmissin) 
mio 8a ©. COU ° ¢ COUNTY 
& $2 CHRROLL marrano | 7 GE RIAN 
€ 5 A b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAYIN Ib ||(/¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
ed ‘ond give neares} town), > 
ee PO CVE Ue lyv Z@A. ly 
a & d. NAME OF HOSPITAL (If not in hospital, give street address) , d. STREET ADDRESS IS RESIDENCE 
fo a OR INSTITUTION, f ON A FARM? 
“ \ f Yes [] NO 
z 
g 
3 
a 
) 
é 


id completely filled in by 


death. 
7 


= 


cian ani 


Then please remove carbon popers. 


es that the deoth certificate be executed within 24 haurs 


ir 


DUE TO 


; After this certificate has been signed by the ottending physi 


poge 3 shauld be detoched for use os the buriol-transit permit. 


5 
£§ 

z $ 3 Par I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]]19. WAS AUTORSY 

A £ ) % ves] no] 
ro = [20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

zs & | OR CONTRIBUTING LJ CAUSE OF DEATH 

ze % | GF EITHER, NOTIFY MEDICAL EXAMINER) 

2s & |20c. TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Es. 3 Tibae? coe: Wiss! sei fucniseiahe foctory, street, office bldg., etc.) | 

as = p.m. 19 fot work [J ot work [[] ' 2 = 

Os r 

22 21. | certify that | attended the deceased from__2____ 30 ae WA, . et ta 1922... ithat | lost saw the deceased 
Be i July 28 59 Eu 

oe olive on____YULY _ ¢9 _____, 12_22__, ond thot deoth accurred at_©_* ”__EM, from the couses and on the dote stated above. 
jae e ADDRESS (Street, city or town, stote) DATE SIGNED 


a 


% 


moy be retoi 
TO FUNERAL D! 


ae - 
ACTUAL : A] ahn, 
Sittin Bile. A. [latin uo 


PHYSICIAN'S b: z 
NAME (Type)__T)- n ng . 
22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawe, or county) {Stote) 

Deivid 2 Pyctivtile KGb4 tae 
DORESS “ai . y R 'S SIGNATURE 
ORES a iy L, 2 iV) We 3 ees Mb. mel) ne 
DiftE ct: , Fh ut 959 pi ee 
7 : 


the registror prior to buriol, cremotion, or remavol, and in ony event within 72 hours 


TO HOSPITAL 


a BURIAL, CREMATION, | 22b. DATE THEREOF 
REMOYA) (Speetty}-. | > . Bete SAA 
agrees, ib 

x 
VS A15 (4) < / f 
15M 10/57 7. MOA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


oy 


(W) 7795 CERTIFICATE OF DEATH — N0098 
ae a sae 2 USUAL gest aan Pog Residence before admission) ; 


< 3 £ 
2 be 
Pe 
= £3 
eee Ae aera 
3 Bo b. oy pi Tea) outrid _ fimits, write | ¢. LENGTH OF STAY IN | CF eA c. CITY OR TOWN (If gilside corporote limits, write RURAL ond give nearest town) 
oa and give feares\fown| 
¢ 
aes 2 Y baler mae fd: 
a MZ ra HOSPITAL (If notin hospital, give street oddress) d. < T ADDRESS e. 1S RESIDENCE 
nd a } ORAASTITUTION ON A FARM? 
iis Z (LAA) a ves (] NO 
ee Seavey 
cs  DECEASFO pis ile Day Year j 
Pie | Cypeeien') AADLA , CELE s cite NGS 
8 
3 2 


iy GE (In yeary 


5. SEX 6. COLOR MR RACE | 7. maRRiED [7] NEVER MARRIED [7] | 8. DATE OF BIRTH” 


lost th ”, 
2 ate WIDOWED me f 
: ZA 
o=Usy aap ne) (Give ing of work done] 0b, KIND OF BUSINESS OR INDUSTAYT). 6) 12. CITIZEN OF WHAT COUNTRY? 
Sian 9 Ii 
U in Lf tte, : 4S A, 


4 
pi LAG 
pa sevth IN U. S. ARMED FORCE! 18. SOCIAL SECURITY NO. 
pbaarv7 {U0 yes, give wor of dotes of vergiéel 


1B. CAUSE OF DEATH [Enter only one cause per line 


PART #. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


Lf : UE TO, 


Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave corban popers. 


that the death certificate be executed within 24 haurs 
the registror prior ta burial, crematian, ar remaval, and in any event within 72 hours ofter death. 


Canditions, if ony, which 
gave rise to immediote 
cause {o), stoting the under- 
lying cause lost. 


Pant Il. OTHER SIGNIFICANT om CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. Hass AUTONSY 
’ 
pease Cle 4 ves No |S. 


20a, ACCIDENT WAS UNDERLYINGE3-[ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part tar Part Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEAT 4 = 
(IF EITHER, NOTIFY MEDICAL TNER) = 


EEE 
20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour 0. m. While Nat while factory, streel, office bldg., etc.) ! 
—rTn 19 lot work parwark —p— \) ' . 


y "4 YW 
21.1 certi Ny | attended the deceased-frofyAial. = Te tips rae Wor 14, Y that | last saw the deceased 


ey 17 ae: <7 eae wt FZ 4 and Ss th occurred at_f & 
DORESS (Street city orjtown, stote) pee DATE SIGNED 
Sonat Se oth] aL Laci j 14 arch WAT el 


ires 


DUE TO 


jician. 


MEDICAL CERTIFICATION 


W, fram the causes and an the date stated abave, 


alive an 


ENDING PHYSICIAN: The low requ’ 


he hospital or attending phys 
OR: After this certificate has been signed by the attending physician and completely filled in by 


% 


page 3 should be detached for use os the burial-transit permit. 


TO HOSPITAL 
may be ret 
TO FUNERAL 


4 = “4 S Y240. REC'D By ge tae t REGISTRAR'S SIGNATURE 
eas Ti 16 '59 
15M 10/57 74 | oa Otten £2 Kiatd 


if 


@.. Page 4 


Pages 1 and 2 shauld be filed with 


3. 

25 

ev 

oO, 

Qo 

a 

3 

5 

= 

a 

5 

s 

r Z| 
v 
33 


ENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haur; 


y the hospitol or attending physician. 
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5 
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5 
rr) 
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= 
6 
i 
3 
5 
2 
Ky 
= 
5 
iB 
o 
70 
o 
a 
= 
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o 
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o 
o 
& 
o 
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may be retain 


s 
< 
4 
°o 
5 
oO 
id 
= 
6 
a 
< 
ce 
wo 
z 
> 
ir 
° 
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TO HOSPITAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7796 CERTIFICATE OF DEATH n7779 


Reg. Dist. ul! 
Ay ee 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
ms Carroll marviano || ° TATE Maryland bcounty BaltoeCity 
b. CITY OR TOWN {If outside corporote limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest tawn) x 
Sykesville ‘T7yrselmo. 26days: Bal timore GRY, WAew 
d. NAME OF HOSPITAL (IF nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION . ON A FARM? 
Springfield State Hospital 490 Lindsay Rd.,Balto.29 | “sO som 
3. NAME OF First Middle Lost 4, DATE Month Year 
DECEASED OF 
(Type or print) Henry Koch DEATH July 27, 19 59 
5. SEX ‘OLOR OR RACE |7- MARRIED] NEVER MARRIED J] |8. DATE OF BlkTH 9. AGE (In yeors [IF UNDER 1 zu IF UNDER 24 HRS. 


Doys | Hours] Min. 


Male White |wooweQ oworceo | July hy 189k en hain 


ind of work done 
, even if retired) 


during most of working 


10s, USUAL OCCUPATION (G 10b. De BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHATCOUNTRY? 
iP up has 


Florist z Maryland U.S Ae 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Henry Koch Christina Beckman 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, oF unknown) {IF yes, give war or dates of service) 
No | ~ = 
18, CAUSE OF DEATH [Enter only ane couse per line for (0), {b), ond (c).] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (0} Bronchopneumonia 


uUIT/X DUE TO 


Conditions, if ony, which my 
gove rise to immediate 


couse {o), stoting the under- ( CUETO 

lying couse lost. ) 
a Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
= 
S| Epilepsy with mental deficiency. ves C]_ NO & 
= }20c. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Far Port Il of item 18.) 
& } OR CONTRIBUTING LJ CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& }20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Har rm, } 20f, {City or tawn) {County) {Stote) 
5 Hour a.m. While Not while foctory, street, office bldg., etc. tc) | 
3 p.m, 19 lot work [] of work i 

21. | certify that | attended the deceased from. March get. « 1955, tod aly. 275... . 1959, that | last sow the deceased 


12. 59 __, and that death occurred at_L1.$2O0RMrom the causes and on the date stated above. 


7 Ab be ‘ADDRESS (Street, city or town, stote) De dad 
Crngfc .. o. Springfield State Hospital __...7/28/59__. 


alive on _Suly 275 


rswrwis (Agustin delCemo, M.D. es ee 
‘220. BURIAL, Ceri 2b. DATE THEREOF “y NAME OF at eb. 22d. LOCATION (Cilygtawn, ar county) {Stote) 


Meer.” | 7-27-57 r hil Lisecctc-, Hip 


“Gee oes ee ea " 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Lp Lite Shep ln. aH ve AUG '59 Clithen of Pensa 


be" 


death. Page 4 


ial 


@ 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ond campletely filled in by the funeral directar, 


TO cits SR PHYSICIAN: The law requires that the death certificate be executed within 24 haur} 


os 
a 


may be retained by the haspital ar attending physician. 


Then pleose remave carban papers. Pages | and 2 should be filed with 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs aft 


page 3 should be detached far use os the buriol-transit permit. 


AMS (4) 


5M 9/5B 


a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2 
779° CERTIFICATE OF DEATH n7780 


Reg. Dist. No. 


na; ee ee 2. SURE SE See {Where deceased lived. IF institution: Residence befare admission) 
/ _ Carroll maryiano || Maryland b- COUNTY Balto, City 
\ ) b. CITY OR TOWN (If outside eral limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
R ‘and give st town) " 
— ¢_"“Sykesvitile Oyrs.10mos. 2days Baltimore 7 a BK 
d. OR NSTIUTON {If nat in haspital, give street address) d. STREET ADDRESS e. 8 lee 
yi NA 
6 /5|_ “Springfield state Hospital 4121 Bedford Rd. vs) nol] 
3. NAME ae First Middle Lost 4. DATE Month Day Year 
DECEASED OF 
(Type oF prin!) Nellie Kolocouring | oar July 1, 1959 
5. SEX 6. COLOR OR RACE |7. MARRIEGHE] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (in years IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday! Month: Min. 
Female White wioowep [} pivorceoQ | March 26, 1881 78. a [S38 ise 


12, CITIZEN OF WHAT COUNTRY? 


U.SAe 


109. USUAL OCCUPATION (Give kind of work done 
during most of warking life, even if retired) 


Housework 


13, FATHER’S NAME 
Henry C. Bowman 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


North Carolina 


14. MOTHER'S MAIDEN NAME 


Julia Thurston 


? WAS iene i; S. dtl epee 16. SOCIAL SECURITY NO. INFORMANT Address 
as, 90, OF unknown) IF yes, give wor of dates of service) 
No | = ad Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane cause per line far (0}, (b), ond {o-] 


aes BETWEEN 
PART | DEATH MEDIATE CAUSE o)|___ Passive congestion of lugs: 


ET AND DEATH 


, , 
LE f DUE TO — 
Conditions, if ony, which w __Arteriosclerotic cardiovascular disease | Years 


gove rise to immediote | 


cause (o}, stoting the under- (DUE TO 
lying couse last. a 


ra rr (I. OTHER SIGNIFICANT conn Paes RIBTING TO DEATH BUT NOJ RELATE E TERMINAL ISEASE poree GIVEN IN PART I(a)|19. WAS AUTOPSY 
S ef athic c Persona ality dteterbanes, en anbis ockal: Te action (01/19: BERFORMED? 
5 acture o e rights ves] Noy 
= [200. ACCIDENT WAS UNDERLYING O a DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | ar Port Il of item 18.) 
& | OR CONTRIBUTING C1] CAUSE OF DEATH 
G {IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [2%c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) (County) tote} 
a Hour o.m. While Not while foctory, street, office bldg., ated 
= p.m. 19 Jat wark [[) at work 
21. | certify that | attended the — fram. 10/20/54 ip todly 1, Pas 9 that | last saw the deceased 
alive on__ July. als. aaa SE val, 9 ___, and that ahaa accurred at: O0P y,, fram the causes and an the date stated abave. 
ADORESS (Street, city or town, stote} DATE SIGNED 
U 
$B ap itn o/ (hou. yo, Springfield State Hospital 7/1/59 


De Sykesville, Maryland 


I LOCATIOW (City, town, or county) {State} 
A U A Lt a 


2da. REC'D BY REGISTRAR | 24b. REGISTRARIG SIGNATURE 
G2 go’ | DATE vA 72-3 Otten 8. cag 
X) 


Naneinns, __ Edmund Lusthaus, 
‘2a. BURIAL, CREMATION, | 22b. DATE THEREOF 


gah {Specify) or , Oya Sy -L 1449 


23. FUNERAL DIRECTOR'S SIGNA) 4) ADDRESS 


ot 


ap death. Poge 4 


After this certificote hos been signed by the ottending physicion ond completely filled in by the funeral director, 
Then pleose remove carbon popers. Poges 1 and 2 shouid be filed y* 


The law requires thot the deoth certificote be executed within 24 hau; 


€ 
3 
a 
2 
cg 5 
she 
ae 
4358 
o*~ 5 
£20 
z 
Sees 
vz 2 
rae 
ee 
para 
e558 
Z32y 
oc<? 
Zod 
Hee e 
5° 
pies 
Esoe 
an 
Bese 
gS owe 
322% 
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th. 


the registrar prior ta burial, cremotian, or removol, and in ony event within 72 hours 


hil: py ee ahh TMENT OF +: iliac 18 N'7'781 
em ec Film 
779 § CERTIFICATE. OF DEATH 


Reg. Dist. No. 
1. PLACE pea 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission), 
>. COUNTY Carroll maryuano || ° SE Maryvand b. COUNTY Howard 
b. CITY OR TOWN {IF outside corporote |i c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) 


sykesvilie ”” 32¥11M20D Ellicot City ; 


d. NAME OF HOSPITAL (If nat in haspital, give street oddress) d. STREET ADDRESS 


Springfield State Hospital. = 


e. 1S RESIDENCE 
ON A FARM? 


yes( Not] 


. NAME OF First Middle Lost 
DECEASED 


Tee or ail Anna Elizabeth Korper 


4. DATE Month Yeor 
DEATH Ta 19 59 


9. AGE tiny ae IF UNDER 1 YEAR| IF UNDER 24 HRS. 


” eee] ieee Pees Min. 


S. SEX 6. COLOR OR RACE | 7. MARRIED PX] NEVER MARRIED imei "Oe 2 BIRTH 


Female White WIDOWED [J] —sDIvoRcED 2=— 7 188) 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 


during grgst of warking life, even if retired} 
ousewite Maryland UeSehy 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Frederick Bauer Annie E,Kann 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? }16, SOCIAL SECURITY NO. INFORMANT Address 


(Yan, 0. oF unknown) | II yes, give war or dates of service) Hospital record Syke: ile ,M 1 de 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, ond (c}.] 


PART I. DEATH WAS CAUSED 8Y: Aoute peritonitis 


IMMEDIATE CAUSE (a} 


INTERVAL BETWEEN 
OMSET AND DEATH 


. DUE TO 
Coduioaunitian yay tier w Perforated ulcerated Sigmoid diverticulum days 
gove rise to immediote 
cause (0), stating the under. ( OVE TO 
lying couse lost. © 
i Pant Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a}]19. WAS AUTOPSY 
3 
$ yes%] No 
= 20a. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
& | OR CONTRIBUTING C CAUSE OF DEATH 
© [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} (County) (Stole) 
rat Hour a. m. While Net Woh la, foctory, street, office bldg... orc | 
= p.m W Jat work [7] of wark 
21.1 ory thet | attended the deceoets fronted oe 19 ato. SOR. “7 ,that | lost saw the deceased 
alive an Pete , and that death occurred oO 7~"M, from the causes ond an the date stated above. 
ADORESS (Street, city or town, state) DATE SIGNED 
actu ingf Hi tal 
we, we Spr ield State Hospi 59 
PHYSICIA 


NAME (Type) Agustin del LE oe 


‘220. BURIAL, CREMATION, 
OVAL (Specify 


Wb. DATE S/S ¢ PAZ, NAJME OF CEMETERY OR VA l ION (City, ee (Stote} 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


oMML 10°59 | Cluck raft es, 


@- Page 4 
— 
Then please remave, japers. Pages 1 and 2 shauld be filed with 


the registrar priar ta burial, crematian, ar removal, and in any event within 72 hauy oes dedth. 


page 3 shauld be detached far use os the burial-transit permit. 


To a wae PHYSICIAN: The law requires that the death certificate be executed within 24 hour: 
may be retained by the hospital ar attending physician 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ond completely filled in by the funeral director, 


1» 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


7798 CERTIFICATE OF DEATH N7782 


Reg. Dist. No. 
Ms en aes am .: bene? RESIDENCE (Where deceased lived. If institutian: Residence befare admissian) 
& a. b. COUNTY fr 
Carroll gd Maryland Montgomery 
b. CITY OR TOWN {If autside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {if outside carporote limits, write RURAL and give nearest tawn) 
RURAL and give nearest tawn) " be ie % 
Sykesville d. Silver Spring l2 3% 4 
d. NAME OF HOSPITAL [If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
pringfield State Hospital 2101 Hilderose Drive ves) Nott 
3. NAME OF First Middle Lost 4. DATE Manth Doy Year 
DECEASED OF 
(Type or print Charles Edward Leve orate = July 20, 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ge eS Manths Min. 
Male White —|wiowenQ _ovorceoQ | July 30, 1885 by 


10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Potomac Power Coe Virginia U.S.A. 


13. FATHER'S NAME 7 14. MOTHER'S MAIDEN NAME 


18. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


Pa a ip es ae Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), and (c)-] 


PARTI. DEATH MEDIATE caus (@)___ Rheumatic valvulitis,inactive,with deformity 


INTERVAL BETWEEN. 
SET AND DEATH 
ears 


410 X DUE To of valves(mitral 
Canditians, if any, which (oh. 
gave rise ta immediate 
cavse (a), stating the under: ( OUE TO 
lying couse last. (©) 
a Parr I. OTHER TES HET TER CONTRIBUTING TQ DEATH BUT NOT RELATED TO,THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
=| Chronic brain syndrome assoc with arteriosclerosise PERFORMED? 
3 yes] NoC] 
& [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 18.) 
& [OR CONTRIBUTING C] CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
i ———————— 
& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, farm, | 20F. {City ar town) (County) {Stote) 
a Hour a. m. While Not while factory, street, affice bldg., etc.) | 
= p.m. 19 Jat wark [J at work 1 
ae Oo 
21. | certify that | attended the deceased fram. _Suly 17, 1. Fe ‘ July Oy . 1%2_,that i iast saw the deceased 
alive on_ July 205 Roe a2 f 19.99 _, and that death occurred atO&20P 54, fram the causes and an the date stated abave. 
a ADDRESS (Street, city ar town, state) DATE SIGNED 
SUA ee (Mf Lu Cnrr1fld yo, Springfield Stete Hospital 7/21/59 
PHYSICIAN'S = 
NAME (Type)_Agustin delCampo, MDs Sykesville, Maryland 
72a. BURIAL, CREMATION, | 22b. DATE THEREOF _ NAME OF CAKETERY OR CREMATORY 22d. VOCATION {City, tawn, ar count Stat 
REMOVAL (Specify 3 ae i fe} y. tawn, ar caunty) {State} 
fd A “2 2 7 Van 2 WT he 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS do. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


(DERL FUNERAL Home ¥812 Fa hue 24" Cnktan £ Hanah 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7800 CERTIFICATE OF DEATH ee wal! 4783 


200. ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port II of item 1B.) 
OR CONTRIBUTING LF) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INIURY (Home, form, { 20f. (City or town) 
foctory, street, office bldg., etc.) i 
H 


}20c, TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED (Stote) 
Hour 0. m. 


p.m. 


(County) 


While Nat while 
jot work [[] of work 


Ww 


MEDICAL CERTIFICATION: 


~ cs 
& 33 i ae FeSi 2 Ue ee ee (Where deceosed lived. If institution: Residence before admission) 
& &% a. a. b, COUNTY 
. 8g Carroll ae Marylend Baltimore 
cee b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
g 34 RURAL ond give nearest town) 
woos Sykesville ; 6 days Baltimore 6 
je 2 d. NAME OF HOSPITAL (if not in haspital, give street address) ‘d. STREET ADDRESS e. 15 RESIDENCE 
=, a OR INSTITUTION ON A FARM? 
sere, ringfield State Hospital 4516 Ridge Road yes T] Noxe] 
2 = 6 3. NAME oF First Middle Lost 4. DATE Month Day Yeor 
= 3- ' 
eo (Type or print George Augustus Lowrey DEATH July 1 1959 
= 28 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS 
3 se lost birthday) [Months Min. 
3 id wivowen[[]__ovorceo | November 21,1879) 79 ys 
s Ed 10c. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
oe cue during most of working life, even if retired) 
3 Be Shoe factory - Maryland U.S.A. 
ES ee = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
g ‘oo 
& Be Alexander Lowrey Unknown 
= ae 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
5 ce § Ore ‘or unknown} | (IF yes, give wor or dates of service) s ta fi id H it 1 its 
ORS = - vr e. os’ a. cor 
ee ° pring p ds 
ted 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c)-] INTERVAL BETWEEN 
3 £8 PART |. DEATH WAS CAUSED BY: eae 
REG COV MEDIATE CAUSE (o)_ Arrterioselerotice cardiovascular disease, ars. 
5 fF 4 ad DUE TO 
= : 
= oa Conditions, if any. which (b} 
ry Py gave rise to immediate 
5 ge couse (a), stoting the under. ( OVE TO 
Fen lying cause lost. a) 
fs: aiuipicomnestash 
z 3 Part I. OTHER SIGNIFI IT DITIONS INTRIBYTING. EATH BUT NOS RELAT! HET NAL DIL ITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
BES i Chrénic Brain Syidrane dus td dr tertos cleraste ahd Sens erey, PERFORMED? 
ees 2 yes] NO] 
J £ 
= 
wf 2 
z 9 
<52 
oe 
an 
=x ae 
z 
° 
z 
a 
z 
Fr 


the haspital ar attending physician. 


% 


page 3 shauld be detached for use as the burial-transit permit. 


the registrar prior to buriol, crematian, ar remaval, and in ony event within 72 hours after di 


s . | certify that | attended the deceased fram WHS fos yes 
3 21. | certify that | attended the deceased fi 
: alivean_SUly ly joe ne, and that death accurred at 22998 14, fram the causes and an the date stated abave. 
= ° ADDRESS (Street, city or town, state) DATE SIGNED 
ye sitigl L GecaLltar Lil Cizsafln 
fo a 
<s2 / rgcians //Agustin delCampo, M.D. ¢/ 
= Yo 
a S 2 0. (Ie 2b. DATE THEREOF eo 3 OF CEMETERY fi) aires 722d. LOCATION (City, town, or county) (Stote) 
noe Bint ot te onnraine Mark (em UMORE, 
€ . A 
Peee 23. FUNERAL DIRECTOR'S a dea a ‘ADDRESS 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
vs Als (4 Leonard J. Ruck 5305 Hangond Rd. cate JUL 2 '59 Otten 8 Kina 


Conditions, if any, which eae History of overdose of anacin 


ave rise to immediole couse 
(0), stating the underlying( DUE TO 


Piim 246° §=10-*MARYLAND STATE DEPARTMENT, OF, its Ge cee %W 8097784 
| MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
g2 § Oy” 280] tem 2 Filmesss )-26=50 et Reg. Dist. No. 
23 é y Jon PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before edmission) | - 
5 IN’ 
ae & KM] Carroll marviano || * SATE Maryland bcounry gelrolA/ City 
es i b, cry OR TOWN sk ‘ovtide corporate timits, write RURAL ¢, LENGTH OF STAYIN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
CO given pele 
rea Sykesville 19Y¥ 5M 10D [Sivkbbhdg Baltimore BVOLY 
2 @. 1S RESIOENCE 
os US i ON A FARM? 
= a? a ves No 
33 8 3. NAME OF q First Middle Yeor 
rite CT oF ern EDWARD G 19 59 
2 ’s 2 5. SEX 6. COLOR OR RACE |7- MARRIED [=] NEVER MARRIED £318. DATE OF BIRTH Acer 
ote Male White |wwoweot  oworceo | Sept.30, 1900 BO ye 
Sm = Wa. USUAL OCCUPATION work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Opin during most af working lite, even if retired) ‘ . 
BE ev None Baltimore, Maryland U.S.A. 
‘On ee 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 ‘gu be 1 William Franklin Mallalieu Mary Rebecea Griffith 
z : g 15, WAS DECEASED EVER IN u, S. ARMED | FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address Louisville 
BS fe Sei None William C, Mallalieu 6805 Carolyn Rd. Ky. 
BS : 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b, ond (@).) Tyiva eae 
Us i /AS CAUSED BY: moni 
ae z PAR | EATIMINEDIATE CAUSE (0) Bronchopneumonia 
ess 87k. yt DUE TO 
4 g 
2 ce 
Bigeece 
Baga 
feo 
2 6 
3 
$34 
3 
2 
> 
4 
bed 
& 
2 


farworded ta the Chief Medicol Examiner's Office olang with farm PM3. Poge 5 moy be retained for your fil 


caure lost. te. ‘ 
“ PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. Was autopsy 
2 yes Not) 
5 00. EXTERNAL CAUSE WAS 20b. 7 INJURY RRED. injury i y fi t 
Bs 700, EXTERNAL CAUSE WAS DESCRIBE HOW i JURY OCCURRED: (Enter nature of injury in Fort | or Part Il af item 1B.) 
ee CAUSE OF DEATH. Accidental overdose of anacin 
ie g 0c, TIME OF INJURY Month, Dy, Year | 20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, fomm, T20F. (City oF town) (County) (State) 
. lary, sireet, ice bidg.. etc.] ~ s 
ge ad ene es oe? os ee eee Hospi at’ { Sykesville Carroll Md. 
s2 21. | certify that | taak charge af the remains described above, held an Autapsy fa. Inspection [1], Inquiry (01. and find that 
ae 8 death resulted fram! Natural causes Accident [4, Suicide [], Hamicide (1. Undetermined cause [7]. 
Ay 
J = ewes M.p, CHIEF MEDICAL EXAMINER [7] atc 
ba 2 ASSISTANT MEDICAL EXAMINER {J U 21/' ‘59 
ps § a Name ye) William V. dovitt, Jr., M.D. DEPUTY MEDICAL EXAMINER [[} 
wera t Wo. BURIAL, CREMATION, | 22b. DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, of county) {Stote) 
° 3 8 REMOVAL ae F we “ate 
a "2 Cremation July 23.59 Greenmount Cemete Baltinore, Marylan 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
bese ala William Cook, Inc. 1217 St. Paul Street | pgm 24°59 ; 


5M 9/55 y i dt Pi 


MARYLAND 745 DED aE Lies OF ae ne te sg 18 


tem 1 Film 


7769 CERTIFICATE OF DEATH 06285 


Reg. Dist. No. 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
ose Maryland bcouny Carroll 


all 


1. PLACE OF DEATH 
FE Carroll MARYLAND 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


er death. Page 4 
he funeral directar, 


Pages | and 2 shauld be filed with 


b. ae ee La aes corporote limits, write 
Westminster 7 days ] Westminster 
on ay, ad geet alee {If not in hospitol, give street oddress) STREET ADDRESS e. pA ase 4 
@ y 127 E. Green St. | 101 Anchor St ves C) NODE 


5 Hot 
os 3. NAME OF First Middle Lost 4. DATE ‘Month Doy Year 
= . 
Ghee iiyescrietin) annie Reuther Mathias brarn = uly 29 =e 
£ > S. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE (In yoo pene TYEAR] IF UNDER 24 HRS. 
# ree Female | White |woowngg  ovorceog] | February 16,1873 ae camve| Gays af Haury 
ree 
+ 4 & 100. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
o.. Sie a. during most of workin even if retired} 
oe des I use wile Own Home Carroll County, Md. USA 
sks 13. FATHER'S NAME Ta. MOTHER'S MAIDEN NAME 
apogee Frederick Reuther Margaret Wehlrath 
2 Bos 15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. ]17. INFORMANT Addrens 
= fe2 {Y¥ex, 10, or unknown) If yes, give wor or dates of service) 
ES no --- =» hws ~ ~~} Herbert G. Mathias Westminster, Md. 
<< 2 & 
o 2 = 18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b}. ond (c). INTERVAL BETWEEN. 
3322 if < ONSET AND, DEATH 
vo = ay PART I. DEATH WAS CAUSED BY: 
2 CROES IMMEDIATE CAUSE (0)__ 
ee rs 
te zt 0 
oe x DUE TO 
er ? 
= B22 Conditions, if any, which 
3 BES gove rise to immediote oI 
poe Bes cotse (0), stoting the under- ( OVETO 
Se 22 lying couse lost. (e 
tsShe cs 
33335 ° Zz Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOPSY 
ype Q PERFORMED? 
Geese = 2 
ea5os 6 vss] Noa 
= = = 
E Peas = [20a, ACCIDENT WAS UNDERLYING CJ | 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
‘E2026 & | ir eeicee NOTIEY MEDICAL EXAMINERS 
$2 eae 2 
Zszes & |20c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Sel gs 6 Hour 0. m, While __ Not while NSE aa aos 
agils = p.m. 19 lot work [] ot work L , 
og,es : g 
zs o 5 21. 1 cert attended the deceased from.) In 1G , i9S a7, (Ow \y eM ae - 12) Z.,that | last saw the deceased 
‘peace? 4 ad 
ee 3 $ alive on L\ Ase pre 125-4. an that d bath occurred ati 3041M, Ho niihe(causesvandianithesdleidted abou: 
E=O35 ADDRESS (Street, city or town, stote} 7, DATE SIGNED 
Bae 32 
bare 
a6: FS, Ea es od hes 
: a , 
Zoa88 PHYSICIAN’ 
3228 = / | [RACING lius Chepko, M.D.. 874 W. Green St. Westminster, Md 
pa senche sania EE ct idl A tesa Bes ated 
% BEC D 220. BURIAL, CREMATION, | 22b. DATE THEREOF Me, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} Stote 
9>5 5° OVA) (Specify) Bae 
EBL Se betta 7#21+59 Leister Cemetery nr Westminster, Md. 
ae 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
¥S,AN5 (0 John R. Byers Westminster, Mde DATE JUL 2.2 159 Cniten & Haus 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


— 


0787 


— 

- (My 7802 CERTIFICATE OF DEATH rapt 

S 3 ¥ 1, PLACE es DEATH iz: usuAr ee {Where deceased lived. If institution: Residence before admission} 

€ 2% gn Wearrelt MARYLAND * Maryland b. COUNTY wv 

‘ e 

€ Se b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 

8 5 e RURAL and give nearest tawn) : Fe 

3 52 Henryton 637 days: Baltimore 3Vol-¢ 

9: d. NAME OF HOSPITAL (if not in hospitol, give street address) d, STREET ADDRESS e. Brie ty 3 
= oO 
hs Hen State Hospital 930 Brevard Street ves] NOK] 
= 
° “2]3. NAME OF First Middl Last 4. DATE Month Yeor 
© OOS SES eo, OF Oey 
7 figtvor prin!) Thomas William McKnight | oeam July 2h 49 59 
2 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. Reta IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ast birt Y] Month: 5 
E Male Negro wioowengy pivorceoQ] | November 15, 1891 67 a a (oi 
y 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE {Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
g during mast of working life, even if retired) 
“ None Unknown U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME = 
Will McKnight Annie Russell : 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT ‘ Address 


(Yes, ne, or unknown) UF yes, give wor or dates of service) 


O° 216-09-1,988 | Thomas William McKnight-Patient 
18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond {c)-] 
eh DEATH was causeD By: | = Cardiovascular insufficiency 


INTERVAL BETWEEN 
ONSET AND DEATH 


|. Then please remay€ cal 
in any event within 72 hgurs ote leath. 


IMMEDIATE CAUSE jo}. 

002 Ax DUE TO 
Conditions, if ony, which w__Far_ adv. bilateral cavitary pulmonary tbe. 4 years 

DUE TO 


couse {9}, stoting the under: 
lying couse lost. © 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WaSTALi ora 
Yes(] no] 


200. ACCIDENT WAS UNDERLYING (1) [* DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


gove rise to immediote | 


ate has been signed by the attending physician and completely filled in 


OR CONTRIBUTING ( CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town} (County) (Stote) 
Hour a.m. Shite 2 Ae, sitll foctory, street, office bldg., etc.) | 


p.m. lat work [[] at work [7] 


MEDICAL CERTIFICATION: 


Ww 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haur: 


he haspital or attending physician. 


"ADDRESS (Street, city or town, stote) 


ACTUAL be cere 4, Baas sane e Henryton, Maryland pin & 


SIGNATURE 


% 


TO FUNERAL DIRECTOR: After this cer! 


the registrar priar ta burial, crematian, ar remaval, an: 


page 3 shauld be detached far use as 


. ! 
e 
a5 D 
<3 Manis Sdgars M. Maculans, Supt. 
oS Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 
Qe REMOVAL (Specify) ‘ 
€ 
2 23, FUNERAL DIRECTOR'S SIGNATURE ‘ab, REGISTRAR'S SIGNATURE 
Vs AIS (4) 2 ; nb? 


SM 9/SB 


oval 


i MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 "7 78 S 
7803 CERTIFICATE OF DEATH Reg. Dist. No. 


~~ 


~ « 
= *e. 

2 3 N ay parece nctedi tall 2 hr kag Pag (Where deceosed lived. IF institution: Residence before admission) 

2 3 be a b. COUNTY eK 

- 52( Carroll saree) Maryland City 

- o b. CITY OR TOWN (If outside corporote limits, write | ¢c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

8 xo RURAL ond give nearest town) 4 

pees Sykesville ly 9m224da Baltimore 24,Md. Vcr 
2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
ia ms } t ‘OR INSTITUTION st NOE 

] 0 % Ave yes 1] No 

2 ng ra Ave 
$ 3. rs a 4 First Middle Lost 4. gg Month Day Yeor 
3 (Type or print) Mihadlovi ed DEATH 7 2 19 5 9 
2 5. SEX 6 COLOR OR RACE | 7. MARRIED [R] NEVER MARRIED [7] |8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 


lost birthdoy) 


M W WIDOWED [] Divorcep [] 


10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 


during most of working life, even if seljred) 
ae (3ELZ) tack. bt’ 


13. FATHER'S NAME 


L=18-J9 9O 


11, BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHATCOUNTRY? 


USA. 


¢ death. 


,' 


MOTHER'S MAIDEN NAME 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(Yer, ne, or unknown} IIE yes, give war or dates of service) 


INFORMANT Address 


Then please remove.carbon papers. 


d by the attending physician and campletely filled in by the funeral directar, 


ENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hour; 


[bs no 213~09—2247 S.S,Hospital Records 
ce 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] INTERVAL BETWEEN 
3 PART I. DEATH WAS CAUSED BY: 
iz a. DEATH Was CAustD EY, Passive congestion of lungs days 
3 t DUE TO 
ge Conditions, if ony, which w_Arteriosclerotie cardiovascular disease 
3 me gove rise to immediate ete 
ebc ; 
Pa ape couse (a), stoting the under: 
e%=0 lying couse lost. . 
Sces re 
SUB G.. z ART ase SIGNIFIC, 2 On INS Ci IBUTING TO DEATHBUT NOT HOWE 8: uncer NSE. [ae) 1 GIVEN IN PART 1 19. WAS AUTOPSY 
RSig 2) 2 Ss OC pit ObAB: tf diseases of unkni ath CHUBSS (01): PERFORMED? 
a3B6 “1$|_ with fs Sens oC Raction yes [] No f] 
Epes Ss = Bees 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
=e iz a ATH 
gee 8 & | (If EITHER, NOTIFY MEDICAL EXAMINER) 
3 Sos & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, 120. (City or town) (County) (Stote) 
mig Seo) 3 Hour a. m. 1 [White Not while. foctory, street, office bldg., etc.) 
si 2H 3 p.m. jat work [] ot work [[] H 
Gyes 
Sexe 21. | certify yen { attended the deceased fram = 2 19. DAhat | last saw the deceased 
gee ee. 1:20 
e838 Olive ‘on sa deere ee ee ee, ,19.99____, and that death occurred oil. 220By, fram the causes and an the date stated abave. 
= ° 3 oO ADDRESS (Street, city or town, stote) DATE SIGNED 
Teen Se (Se ome 
bess SGWaTurE. haf mo, Spring: 
perenne ae / 
az2235 t PHYSICIAN'S 
aezo5 
B2sss NAME (yee Edmund Tasthene M.D, Sykesville, Maryland, ue 
i BY ary No. Bhavana ab. DATE THEREOF 2c. NAME OF js 72d. LOCATION (City, town, or county) lt 
sDIo- i 
=x 
edad: Boe ET.| 22-57 | Ook Yd. yt, 
- 23. FUHERAL DIRECTOR'S SIGNAJR ADDRESS 5 Pda, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
7 v, 
VS AIS (4) Gate JUL 6 Cita §. “ 


15M 9/58 nT, an a 1 —~ LADS 26 
Ga 


~ 

Py 

S 

8 

m 

= 9 

8 2 

pS a 
3 
3 
2 
* 
“ 
2 
e 
6 
3 
& 
° 
2 
a 
o 


Then 


ronsit permit. 
the registrar priar to burial, crematian, or removol, ond in ony event within 72 hourffafter di 


‘cote has been signed by the attending physician and completely filled in by the funeral df 


ENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hour: 


the hospital ar attending physician. 


ECTOR: After this cer! 
Poge 3 shauld be detoched for use os the buri 


TO HOSPITAL 
moy be retoine 
TO FUNERAL 


= 
6 
> 
G 
= 


15M 9/58 


th. 


ai 


, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 e 
7804 N789 
CERTIFICATE OF DEATH 


Reg. Dist. No. 
T.\PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before ‘edmission) 
Sy i b. COUNTY 
Carroll DARTEAND) Maryland Carroll 
b. Hii ee et {If outside nee limits, write]. LENGTH Sos IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
‘ond give nearest town! 7 Wes ster 
Sykesville Ae ane Sed! ~— 
d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON _A FARM? 
Springfield State Hospital | RHI, Box 27h Yes BNO) 
3. NAME OF Fi idl 4.04 
Reto irst Middle Lost DATE Month Doy Yeor 
(Type oF print) Addison —_‘ Franklin Mikesell bank = daly 31, 1059 
5. SEX 6. COLOR OR RACE | 7. MARRIED EE NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
sal tate Months| Days | Hours] Min. 
Male White |wioowet  ovorceot] | February 11,1892 ae 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Farmer - Pennsylvenia U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

Nathaniel Mikesell | lydia Unge# (Lydia Unger) 
PaaS CESEaS ee i i reat ror eEeere 16. SOCIAL SECURITY NO. INFORMANT Address 

No | a = Springfield Hospital Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


Days 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 
PART |. DEATH WAS CAUSED BY: 


>, .p MMEDIATE aust (o| ___Brenchopneumonia 


“47s xX DUE TO | 
Conditions, if ony, which 
gove rise to immediote i 
couse (0), stoting the under- { DUE TO 
lying couse lost, © 
iS Pagt Il. QTHER SIGNIEICANT CONDITIONS CQNTRIGUTIMG,TO DEATH BUT NOJ RELATED TQ THE TRRMINAL, DISEAS| IT 1(0)}19. WAS AUTOPSY 
2| Psychosis with chronic alcoholism,organic brain Cisexee, with deterioee~ reo 
yes [] No 
Vv 
= 20a, ACCID “as AS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
= OR CONTRIBUTING [J CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
a Hour o. m. While Not while factory, street, office bldg., etc.) | 
2 p.m. 19 lot work [7] of work H 
21. 1 certify that | ottended the deceased from October 20, | 19.2R-, roday 31, 1927 that | lost sow the deceosed 
alive on__July 31, 2. OI as ond that deoth occurred atll2504q, from the couses ond on the dote stoted obove. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
si VEG .__»o Springfield State Hospital 7/31/59 
Niatiyes Edmund Lusthaus, M.D. ee es 
Ze. BURIAL, CREMATION, 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
EMOVAL, (Specify 
Burial 8/3/59 St. Bartholomew Cemetery |Near Hanover, York Coe, Pae 
23. FUNERAL DIRECTOR'S SIGN, RE ‘3 ADDRE; 24a. REC'D BY REGISTRAR 2a. REGISTRARS SIGNATURE 
i \ its ? ‘59 a Foci 
Reb, Cibelli TTT Ae SUMMA pha (Se clove AUG 4 nis aah 


MARXLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


om 


eha3 
(+ Ger u 
The 7805 CERTIFICATE OF DEATH asain 
& S iF PLAGE OF. “DEATH ox saan Se (Where deceased lived. If institution: Residence before admission) _/ 
pe a. b. COUNTY 
oes Carroll PRLS Maryland Balto,City 
= 2 b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
g a RURAL and give nearest town) ‘ 
2 St ykesville lyrs,llmos.1§Hays Bal timore IVO/-¥ 
a d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ig / 5 OR INSTITUTION ON A FARM? 
is Ota Springfield State Hospital 22.N. Chester St. ves ONO 6 
2 
3 3 DECEASED First Middle Lost 4 gg Month Day Yeor 
3 {Type or print) John Adam Miller DEATH July 21, 19 59 
e 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIEDIE] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 7 YEAR] IF UNDER 24 HRS. 


“¢o"7! Months] Days | Hours Min. 


Male White wiboweo [} ovorceo | June 30, 1890 


é yn. 
ae Va. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a3 nrg 1 af working life, even if retired) 
a ter - New York U.SeAe 
3 ¢ 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
g John Miller Mary Hackman 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
5 (Yes, no, of unknown] {IE yes. give wor or dates of service! 
£ | - - Springfield Hospital Records 
8 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c)-] ANTERVAL BETWEEN 
a PART I. 5 y 
; PART OAT eS At ae fo Agranulocytosis (granulocytopenia) onths 
is ot q . x DUE TO 

Conditions, if any, which (by 

gave rise to immediate 

cause (a), stating the under- ( CUETO 

lying cause last. () 

P. ch I, OTHER Si Bie ce CONDITIONS CONTRIBUTING TO DEATH BUT Det renn Gh whens Cet ad GIVEN IN PART 1(a) | 19. Ry Za Tea 

‘ 
0 sychameurotic Feegtiog a, cepressive | reaction, rheumato: ve) NOB 


200. ACCIDENT WAS_UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} (County) (State) 
Hour a.m. While Nat while factory, street, office bldg., etc.) | 
p.m. 19 lat work [J ot work (J 


olive an SUly 21, i 1959 L, and that death accurred at_3215Py, fram the causes and an the date stated obove. 


ENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hour 
MEDICAL CERTIFICATION. 


the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion and campletely filled in by the funerol director, 


bd 


the registrar priar to buriol, crematian, or remaval, and in any event within 72 ho: 


poge 3 should be detoched for use as the burial-transit permit. 


= fi ADDRESS (Street, city or town, state) DATE SIGNED 
: SW LG wo. Springfield State Hospital 7/21/59 __ 
3 —* * 
£3 / Rae A YA Agustin delCampo, @.D. == Sykesville, Maryland 
FA 2 2a. SEROVAR RSI 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d_ LOCATION (City, town, or county) (State) 
2 WG RIAL 2159 Oak WAue_Cem. ALTO. NYD: 
er B. INERAL DIRECTOR'S Si RI ADDRESS 24a. REC'D BY REGISTRAR ‘2db. REGISTRAR'S SIGNATURE 
yal ON | Biclleey Wl bintLal la Leo ccaprhe WL. 23°59 thes B Flour 
— oe 2 Vm ke 


72 hours after death. 


that the death certificate be executed within 24 haurs, 


jires 


The law requ 


he hospital ar attending physician. 


ficate has been signed by the attending physician and campletely filled in by the funeral directar, 


page 3 shauld be detached for use as the burial-transit permit. Then please remave carbon papers. 


the registrar priar ta burial, crematian, or removal, and in any event wil 


is certi 


After thi 


ENDING PHYSICIAN 


may be retaine 
TO FUNERAL DIRECTOR: 


TO HOSPITAL 


VS ANS (4) 
15M 10/57 


Y 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N¢78 6 
7806 CERTIFICATE OF DEATH 


Reg. Dist. No. 


s 
S 2 » \ 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
é 3 } | "9. Counry a wana a. STATE b. COUNTY /7) fe. 
< D b. CITY OR TOWN If ouside corporote limits, write Te. LENGTH OF STAY IN Tb i CITY OR TOWN (If outside corporate Jimits, write RURAL ond give nearest town) 
8 2, RURAL and give searest ta 
2\ re} NAME OF HOSPITA “i not in sae give street address) / Tze jae ADDRESS e. IS RESIDENCE 
* 1 OR INSTITUTION ty ON A FARM? 
J! YES. NO 
3 ~~” be. Oo r, 
cy 3. NAME OF J Firat Middle ae 4. om Yeor 
‘ {Type oF print OP Jus 7, St = DEA woP 
S 5. SEX “16. COLOR onrace |7. MARRIED [-] NEVER ee 8. DATE Ba BIRTH 9.1NGE (In yea IF UNDER 24 HR 
sg! n / last birthday) Doys Min, 
7 wivowep [] pivorceo [1] LE G. le oR Z 
12. CITIZEN OF WHAT COUNTRY? 


100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR oe 11. BIRTHPLACE (State or foreign cauntry) 
during mast af warking life, even if retired) 


Sy 
13. FATHER" H NAMES Va. ACERS MAIDEN ‘s 
15. WAS DECEASED oe IN U. S. ARMED FORCES? 2 SOCIAL SECURITY NO. | 17. INFORMANT ‘Asagers 


INTERVAL BETWEEN. 
ONSET AND DEATH 


ee Noa | Ore ce Tp bj 


1B. CAUSE OF DEATH [Enter only one cause per line far (a), (b). and _{c)-] 


PART §. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o). 


v 


ra DUE TO e 
Conditions, if any, which it ea! 
gove rise 10 immediate 
cause (0), stoting the ynder- ( DUE TO 
lying couse last. fe) 
= Paar tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)[19. WAS AUTOPSY 
yje 
“1s ves[] not] 
© [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il af item 1B.) 
& [OR CONTRIBUTING L] CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c TIME OF INJURY Manth, Dey, Year [ 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City ar town) (County) {Storey 
s Horeca wal. ri aie factory, street, office bldg., etc.) ! 
2 19 fot wark [J ot work ie 
as = oe, 
21.4 ce that ae the deceased from.______ 44. 6... WE fo sy Sears SP ee. > MEE Ee that | last sow the deceased 
alive oneaeae a 2 no aera crags and thot Geath ‘accurred ot 6 2 (4M, from the causes ond an the date stoted abave. 
: e oa ADORESS. ii city_or town, stote) DATE SIGNED 
[|] Jacruat Vd, 
: SIGNATURE MD. a A 


PHYSICIAN'S 
natives ~ZOWAR DP f, FAK 
ie, JAME OF CEMETERY OR CREMATORY 


poll 


eg 


Ste ett le, B 


2d.LOCATION (City. tawn, or county), 


Vebreacclle bette VEZ, 


/ | 240. REC'D‘BY REGISTRAR ‘2db. REGISTRAR'S SIGNATURE 
pate JUL 1 3°59 Cnthur £ Hoaue 


a_i 


NE 
death. Page 4 — ~ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i ehxt i 
4 Se ww 
7807 CERTIFICATE OF DEATH oe 


Reg. Dist. No. 


se 

$ = ae ne ayia Ue a. VALI esIDENCE (Where deceased lived. If institution: Residence before admission) 
Ly a oO. b. COUNTY 
3: Carroll vite laicated Maryland Carroll 
° b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest tawn) 
ce RURAL ond give nearest town) 4 

ez Sykesville 6yrs.8moselédays “ Sykesville 
Et 2 d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
eel Ke oye OR INSTITUTION ( ON A FARM? 
BS 2/ Springfield State Hospital None yes []_NO fd 
eo 3 
= ¥ . . Akos First Middle tost or Month Day Yeor 
Bek) | fnetcroron Elsie Mullinix | fm July 2, 1989 
eB 
a 4 [Ss SEK 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED] |8. DATE OF BIRTH 9 Rein iee ies, IF UNDER 24 HRS. 
2 4 i nths] De H M 

8 Female White |wiroweQ —ovorceo] | 1881 Valeeee: (ee 


Then please remave carbon papers. 


been signed by the ottending physicion and camp! 


ransit permit. 


the registrar prior ta burial, crematian, ar removal, and in ony event within 72 hours ofter. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hour 
ar attending physician 


page 3 should be detached for use as the buri 


may be retai 


TO FUNERAL DIRECTOR: After this certificate h 


TO HOSPITAL 


12, CITIZEN OF WHAT COUNTRY? 


Usbohs 


leath. 


pinios Han roria hiediveven iiftcatifed) 
“e Maryland 


ousewor. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Henry Mullinix Mary Daley 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | INFORMANT Address 


(Yes, no, or unknown) {It yes, give wor or dates of service) 
| Springfield Hospital Records 


No 
1B. CAUSE OF DEATH [Enter only one couse per line for (0}, (b), ond (c).] aay Ey 


PART | DEATH MEDIATE Cause (o.__ Arterdosclerotic heart disease 
dp a) DUE TO 


Conditions, if ony, which »__ Generalized arteriosclerosis: | Years 


ove rise to immediote 
iv oe a. ? DUE TO | 


100. edna OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR padi BIRTHPLACE (Stote or foreign country} 


couse (o}, stoting the under: 
lying couse lost. 9.) X a 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART rel WAS AUTOPSY 


Mental deficiency, - Pulmonary tuberculosis, moderately advanced,activep ory 0% 


20a, ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
p.m. jot work [_] ot work 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 


'20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
foctory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION: 


21. | certi 19, that | last saw the deceased 
alive an_. 2 [ae aa wees: and that death Prcconet at? Am, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
| Liddy Rrugh . Springfield State Hospital _ 7/2/59 _ 
Julien Radcykowyez, MD. Sykesville, Maryland 


Ud, 


‘2b. DATE TREREOR 


V-LS9 


23. FUNERAL DIRECTOR'S SIGNATURE 


22a. pore CREMATION, {Stote} 


AL (Specify) 


j 2G J pve Weed 


ADDRESS 2ha. REC'D BY REGISTRAR 


Lbs bn ge |on 725 f 


~ 


y 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
7808 79% 
CERTIFICATE OF DEATH eae 


os Reg. Dist. No. 
3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
wa o. ie — oF b. COUNTY 
MARYLAND 
CARROL PRYL PND ARROL 


deoth. Page 4 


‘uneral 


Pages 1 and 2 should be 


b. CITY OR TOWN {If avhide corporate ligt, write Sor ia iaad ¢. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest tawn) 
ond giye nearest tow : 
RoUTEH? WESTMINSTER 62 YEAREX Ro #7 WESTMINSTER 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION } ON A FARM?, 
/ Yes CE No [— 


ad 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in b 


Ki eae’ . First Middle lost 4. Sg Month Doy Yeor 
teeorenn ELSE ALMEDA MYER bam JULY 1S” 195 
5. SEX 6. COLOR OR RACE | 7. MARRIED ("J NEVER MARRIED. o 8. DATE OF BIRTH 


FEMALE WHITE |woowom” ovorceo | JAW i} 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign cauntry) 


uring most of working life, even if relire 

HOUSE WIFE. MARYLAND MWTED STAB 
14. MOTHER'S MAIDEN NAME 
' 


13. FATHER’S NAME 


fe carban papers. 
death. 


® @URTIS # BAKER LouispA WERTZ ‘ 
3 To pulse Ba fade hee a V6. SOCIAL SECURITY NO. |17. INFORMANT or) 0 Be 7 
Ds v 219-O)-17MRS. DORIS LE PPO AF Aj/WSTER 
8 4 18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b). ond (c}-] ir NTE 
r ech Oc 
= Lt DUE TO 


that the death certificate be executed within 24 haur; 


Conditions, if ony, which w 
gove rise 10 immediote 

co¥se (0), stoting the under: ( DUE TO 
lying couse lost. {c) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


PERFORMED? 
20a, ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nolure of injury in Port | ar Port Il af item 1B.) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


yes] No 
}20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20F. (City ar tawn) (County) {Stote) 
Hour 0. m. While Not while factary, slreet, office bidg., etc.) | 
p.m. 19 fot work (J ot work ] 


: 
21. | certify thot 1 attended the deceased fram. SVOV i, b Ek’ 19 L., to. ULV) Jaye hy Lthat | last saw the deceased 
alive an LE on, 1 i. Bes and that death occurred ot AM, from the causes and on the date stated above. 


satin Gersasol) 0 Wallies v.19. Ruclyh Raacl.7- 


ARTERIOSCLEROSIS CARDOVASCULAR 20 YEARS 


jires 


ENDING PHYSICIAN: The law requ 
he haspital or attending physician. 
MEDICAL CERTIFICATION, 


% 


the registrar priar to burial, cremation, or removal, and in any event wi 


page 3 shayld be detached far use as the burial-transit permit. 


¢ 
25 PHYSICIAN > ‘ 
£3 /|_jetitins DAWEL I WELLIVER 4M g 0) 
= A ete 
BS Zc. BURIAL, CREMATION, | #2, DAFE THEREOF Zc_NAME OF CEMETERY OR CREMATORY d, JOCATION (City, town, 
of our = nt (Kf: 4 - US ALO SGA | oXM 
i 73. FUNERAL DIRECTOR'S SIGNATU! ng s ] 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S BIGNATURE 

VS AS (4 

Yong Ya us ZZ, QS GAC LLAN] VY d | DATE gi, g p_4 

D 


7809 CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


09193 


Ree Reg. Dist. No. 
% 3 By M a. a aaa i) edt sd (Where deceased lived. If institution: Residence before admission) 
o 8 ° a. b. COUNTY 
v3 2 Carroll bi eta Maryland Balto, City 
= x] 3 b. CITY OR TOWN (If outside carporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) j 
g s RURAL and 4 hearest tawn) Jf 
1 PS Sykesville 10mos.17days: Baltimore 3 Ve 
s 2 d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS: iS RESIDENCE 
=4 y a te R pingeis ON A FARM? 
BS O72 pringfield State Hospital 227 N, Washington S Yes ENG 
ne 3. NAME OF First Middle Last 4. DATE Month Sey) ES 
as (Type or print) Christian Gutli; Nickel 19 
° ) [5 sex 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED []} | 8. DATE OF BIRTH 9. AGE Tis 
end Male White —[wowex) —ovorceo) | May 29, 1891 ee 


10a, USUAL OCCUPATION (Give kind af wark dane| 


duging most of working life, even if retired) 
Chtenown 


10b. KIND OF BUSINESS OR INDUSTRY 


Maryland 


11. BIRTHPLACE (State ar foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


13. FATHER'S NAME 


Julius M. Nickel 


14. MOTHER'S MAIDEN NAME 


Roda Clements 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yes, 90, oF unknown) | UF yes, give wor or dates of service) 


No 


16. SOCIAL SECURITY NO. INFORMANT 


mantel) 


Address 


Then pleose remove carbon pope: 


cause {o), stating the under- 
lying couse lost. 


() 


2 Springfield Hospital Records: 
1B. CAUSE OF DEATH [Enter anly one couse per line for (0), {b), and (c).] INTERVAL RET WEEN 
PART DEATIAMEDIATY cAUst io. _Syphilitie valyulitis (aorta) Years: 
bn a DUE TO 
Canditions, if ony. which »__Syphilitic heart disease Years 
gave rise ta immediate Bene 


TENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hor 


the registrar priar ta buriol, cremation, or removal, ond in ony event within 72 hours after death. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physicion and completely fille 


" 
& 
(ake 
sie e 
2 6 a ¢ Bs OTHER se withy clress CONTRIBUTING [Q DEATH BUT NOT RELATED TO pcre DISEASE spoons IN PART T[a)]19. WAS AUTOPSY 
= = ABSOC. ete, dist ith by brad arteriosclerosis 
235 5 Ssycholle reaction us ‘Taten S¥phi is ves &g NoO 
et = [20c. ACCIDENT WAS UNDERLYING [) | 20, DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Port Il af item 18.) 
ss & | OR CONTRIBUTING LI CAUSE OF DEATH 
es2 G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oss & [20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED 206. PLACE OF INJURY {Hame, farm, | 20f. (City or town) {Caunty) (Stote) 
seg A Gur 6. ae ciel ae AE Re factary, street, office bldg., etc.) | 
Tae ic = pom. 19 lot work [1] ot wark i 
ibe Tei 
= 3 21, | certify thot | attended the deceased fram AUgUst 1s. ens, 19RD; to July 1, ee ; 12. 59that | last saw the deceased 
2 3 alive on July 1, peer... ee eo , and that death accurred at 82Q0PM, from the causes and on the date stated above. 
“4 3 ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL , 
3 sna LiL o. ... Springfield Hospital 7/2/59. 
2a2 I —> 
2348 PHYSICIAN'S 
Sess NAME (Type)_{/ Agustin delC M.D au i@pkesville, Maryigyd 22 
SEO ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City, town, or caunty) (State) 
9-53 REMOVAL (Specify) 
ofos St. Peters Cem. Baltimn Ma, 
S 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs AIS : ue 
15M 97/38. Win. Cook, Inc., 1217 St. Paul St. ,Balto.2,Md, [> JuL ¢ ‘59 seve f Kiasase 


—_ 


7810 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


AGGIE 


Reg. Dist. No. 


~ ve 
& } 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. IF institution: Residence before admissian) 
<i: y 2 COUNTY Ganrol] marvian || o STATE Maryland ONY” Carroll 
Z 2 B. GIT, OR TOWN I oobi corparote limit, write: Te. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town} 
> 52 Sykesviite yrs.lmnos 26d: x Woodbine 
 ] 2 oO 1s] d. bay ee (IF nat in haspital, give street address) d. STREET ADDRESS: e. Py gs 
& | Springfield State Hospital None ve Now 
5 3. NAME OF First Middle last 4 DATE Month Doy Yeor 
3 (Type or print) Marab A. Price DEATH July lo, 1959 
2 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED] 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
F ‘em: ale White Racoweni] DvoReesEl July, 1872 Soe: Months] Days Min. 


100, USUAL OCCUPATION (Give kind af work done| 
during most of working life, even if retired) 


None 


10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country) 


Maryland U.S.A. 


{ 2. CITIZEN OF WHATCOUNTRY? 


13. FATHER'S NAME 


Unkinemn Ceorge W. Price 


14, MOTHER'S MAIDEN NAME 


Unkaom. Eunice Ann Day 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes, no, oF unknown) lie yes, give wor or dates of service) 


o - 


INFORMANT 


Springfield Hospital Records 


Address 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b). ond ()-] 
PART |. DEATH WAS CAUSED 8Y: 


INTERVAL BETWEEN 
ONSET AND DEATH 


ears 


IMMEDIATE CAUSE {o) 


Then please remove carbon papers. 


Uo Be me ey DUE TO 
Conditions, if any, which te. 
gave rise to immediate 

DUE TO 


cause (a), stating the under- 


(c} 


Arteriosclerotic cardiovascular disease 


lying couse lost. CO QK 


ENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haur} 


alive on_Jujg 10, ___ 
ACTUAL 
SIGNATURE 


PHYSICIAN'S, 
NAME (Type) 


> 


Julian Radcykowyez, M.D. 


21. | certify that | attended the deceased fram_9/27/55 _ 


ieee 19, to July 10, 1959 that | last saw the deceased 


=A 19.59, and that death accurred at_93204q, fram the causes and an the date stated abave. 


ts 
g 
ae) Z Paat Il. OTHER SIGNIFICANT INDITJONS CONTRIBU; (O DEATH BUT Ni TED TER! ASI Ly) Gi ART 1(0)| 19. WAS AUTOPSY 
3 &| pulnonary tuberculosis. = Usb Seassoc with senile DEH afeeese we tH teRroRMED? 
6 01s yes (] NO Bt 
i i 20a, ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il of item 18.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
5 © 1 (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & |20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
5 a Hautieesre Niki alae foctory, street, office bldg., etc.) | 
3 2 p.m, 19 fat work [[] at work ' 
2 
o 
$s 
é 
= 


DATE SIGNED 


ADDRESS (Street, city or town, state) 
[Ror ytpy,,  Spriagtion State Hopital T/o/59 


‘2a. BURIAL, CREMATION, | 22b. DATE THEREOF 


page 3 should be detached far use as the burial-transit permit. 


‘Zc, NAME OF CEMETERY OR CREMATORY 
Providence Cemete 


Zid. LOCATION (City, town, or county) 


K 


(Stote) 


the registror prior to burial, crematian, ar remaval, ond in any event within 72 hours aft 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


es 
amascus, Md, 


‘24b. REGISTRAR'S SIGNATURE 
OAhin ul Kaen 


‘2da. REC'D 8Y REGISTRAR 


pare JUL 1 3 '59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
W811i CERTIFICATE OF DEATH 


Led 


NG795 


ee = Reg. Dist. No. 

5 me 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If inditulion: Residence before edmission) / 

of 9. COU! °. g b. COUNTY : 4 

* $2 Carroll MARYLAND Marviand ONY Beltimnore 

< ° 3 b. CITY OR TOWN (If oulside corporole limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 

Bos RURAL ond give neares! town} Po me. 

vee Svkesville DV. mon.15 Baltimore 5 YOl=¥ 

- ‘2 oll d. OR INSTITUTION. (If not in hospitol, give street oddress) da hi d. STREET ADDRESS e Baltes ev 
$f 07 3: 2epri Tield State Hospital 1310 N. Montford Ave. ves NOG 
5 5 3 NAME OF First Middle Lost 4. DATE Month Doy Yeor 

(Type oF print) Mary Catherine Rabe DEATH a 3 1999 
S. SEX 


‘OLOR OR RACE 17. MARRIED [] NEVER MARRIED [] [®. DATE OF BIRTH 9. RGE i yoors [FUNDER YEAR]IE UNDER 20 HRS, 
los Y) Month: He Min, 
Female Vhite widowed K] pivorceo [] e =28=74 8 5 ya een Camel)“ euas se 


10. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) #5 = 
Housewife none Maryland U.S eh. 


ficate be executed within 24 haur; 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
‘George T. Goodman Sarah C, Hoffman 
1S. WAS DECEASEDEVER IN U. 5S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


Then please remove carbon 4G 


(Yes, et a UU yes, grve wor or dates of service) Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] STGSRAN IS EES 
PART |. DEATH WEDIATE cause ip __ACUtE broncho~pneumonia Te icibs 
ix DUE To 
if ony, which (e}. 
lo immediote 
DUE TO 


couse (0), stoting the ynder- 
lying couse lost. {e). 
Past II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO [HE Tee DISEASE coeres GIVEN IN PART I{o)]19. WAS AUTOPSY 

; or 


ssoc £ disturbance S 5 PERFORMED? 
C.B.C. assoc. Wj th is urbance of metabolism grow a yen oo 


fe has been signed by the ottending physicion and ip 


2 “ ho 
JURY OCCURRED: (Enter nature of injury in Port | OF Port Il of item V8.) 


200. ACCIDENT WAS ONDERLYING LI” | 200. 01 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store) 
Hour 0. m. While Not while foctory, street, office bldg., etc.} Hl 
pm. 19 jot work (] of work] H 


21. | certify that | attended the deceased from___. Oct. 20., 19.54, to_._. J Ul. Be, 1999__,thot | last saw the deceased 
Y 


alive on = adage R ~ 1 o__, and that death accurred ot 235 OSu, fram the causes and an the date stated above. 
ih ADDRESS (Street, city or town, state) DATE SIGNED 


<ed _... Springfield State Hospitel 


x 


MEDICAL CERTIFICATION 


ENDING PHYSICIAN: The law requires thot the death certi! 


the haspital or attending physicion. 


ACTUAL 
SIGNATURE. 


PHYSICIAN’S Rr, 


Namttye) _Edgund Lusthaus M.D, _Sykes 


ryan 


poge 3 should be detoched for use as the burial-transit permit. 


e. Spare 
220. BURIAL, CREMATION, 22. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town. or county) (Stote) 
BETS” | 7-6-59 Baltimore Cem. Balto, Md. 


TO FUNERAL DIRECTOR: After this certifi 


TO HOSPITAL 
may be retain 


23. FUNERAL DIRECTOR'S SIGNATURE, oO, APORESS 2ko. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs ANS (4) Vy a Bie: : F “ 
1$M 10/87 OF LY] AALS ThA + DA g ‘59 Crihua $ Kisue 
SA S125 fT _itver * 


— Ve 
J ot: dl 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 nv} 9 
¥ 7812 CERTIFICATE OF DEATH dane 796 


4 
cn 


ficate be executed within 24 rou deoth. Poge 
ely filled in by théfuperol director, 


TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physician and comp 


y 
o— "5 BEACEICr DEATH 2 ae RES ENC (Where deceased lived. If institution: Residence before admission) 

a o b. COUNTY 
a Ca rroll Ue Ee Maryland Montgomery 

b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

RURAL ond give neorest town) % : my 
S Sykesville yilon 74d Bethesda, Md, Li! Stat 
2 d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
4 4 OR INSTITUTION, a ON _A FARM? 
Sr § Springfield Hospital 5915 Gloster ves 1] No 
2 
°o 3. NAME OF First Middl 4. DATE Me ve 
ve DECEASED | ws iddle Lost OF jonth Day fear 
3 ie ll cat Mary Condie Sanders bande 7 3 1 
& $. SEX 6, COLOR OR RACE | 7. MARRIED NEVER MARRIED [1] | 8- DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| JF UNDER 24 HRS. 
? F Ww Jost birthdoy) | Months s | Hours 
We yo | Pe 


WIDOWED 
10a. USUAL OCCUPATION (Give kind of work done! 


dvoRCED DO | Ge 27m BO 


10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 


" during most of working life, even if retired) 
© Housewife Utah U.S.A. 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 
8 
¢ Peter Condie Janet Watson 
& 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | __ INFORMANT Address 
§ (Yes, 00. oF unknown) UF yes, give wor or dates of service) 
5 no None: S,S,Hospital R,cords 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: ee SnD IPAU 
5 mi IMMEDIATE CAUSE (0) __ Bronchopneumonia ays 
= 4o/%X DUE To 
Conditions, if ony, which ms 


gove rise to immediote 
couse (o}, stoting the under- ( DUE TO 
lying couse lost. o 


Part ll. OTHER SIGNIFI us ITIONS CONTRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CO! TION GIVEN, PART I{0)|19. WAS AUTOPSY 
C.B-S.assoc,with dist.or metabotism growth or nutriytion,with senile PERFORMED? 
5 nanahiactaa yes No] 


inter noture of injury in Port | or Port Il of item 1B.) 


Fie Naai Mia a HUG. SATA GBH 
OR CONTRIBUTING C1) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Doy, 
Hour o. m. 


p.m. 


Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County} (Stote) 
While Notonile foctory, street, office bidg., etc.) | 
v 


ot work [] of work 


MEDICAL CERTIFICATION, 


ENDING PHYSICIAN: The law requires that the death certi! 


y the haspital ar attending physician. 


page 3 shauld be detached far use as the burial-transit permit. 
the registror prior to burial, crematian, or removal, and in ony event within 72 haurs ofter dep 


3 
z3 NAME tyes) Eds then _Sykesville, Maryland, ' 
33 C DATE THEREOF /22e. NAME OF CEMETERY OR CREMATORY jown, or county) 

ai atl te TL7, Parklawn Cemetery Rockville, M 

- 4 Mae 7 ‘ - ADDRESS 2da. REC'D BY REGISTRAR ‘2db. REGISTRAR'S SI: TURE 

inn ert A. Pumphrey Bethesda, Maryland |parJUL 8 Cohen fH 


Te 


~ 


\ 


fred fe bal entecaltecl) within 24 i ) death. Pag 


TENDING PHYSICIAN: The law requires that the death certi 


% 


TO HOSPITAL 


< 
G 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
FRU CERTIFICATE OF DEATH 


a 
% 


N2797 


Reg. Dist. No. 


=r 
= ~. a eed aaa a. USUALIRSI ENCE (Where deceased lived. If institution: Residence before admission} 
= °. 9. b. COUNTY v 
2M Carroll pid Maryland City 
b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 4 : 
Sykesville 23yrs «7moSe274a Baltimore IV Of. th 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. is RESIDENCE 
t OR INSTITUTION ON A FARM? 
| Springfield State Hospital 717 _N. Madera St. YeSGLNO Ty 
|. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED | OF 
(Type or print) Barbara Scheiner DEATH Ju 18, 1959. 


5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [-] | 8. DATE OF 8iRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


5 
8 
= 
2 
S 
52 
ee 
2s 
ao 
ia 
ce 
=o 
te 
Kf 
os 
=3 
a 
Lo 
ze lost bitthdey) [Months Min, 
2h Female | White  |wirowngg — ovorctoD | April 22, 1882 ys. 
Eg. ¥0c. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY {1}. BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
88% cure most of working life, even if retired) M a U.S.A 
Bev ousewife bed larylan é erohe 
$2 
obs 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ese 
SSG 
tee Joseph Svehla Anna KLIMA 
Z>s 
25s 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | _ INFORMANT Address 
o 5 = (Yes, no, or unknown) (Uf yes, give war or dates of service) < 
Ean No | - - Springfield Hospital Records 
z 8 7 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
£05 PART |. DEATH WAS CAUSED 8Y: 
Poe 23) \y IMMEDIATE Cause (o)__Cerebral hemorrhage due to hypertension Days 
EES c : DUE TO 
> S, 
See Conditions, if ony, which o) 
wee gove rise to immediote 
ae Bt, {0}, Sag the under. ( CUETO ie 
6420 lying couse lost. {c)- . 
caer lyin couse ets 
3e5° = Bast Il. OTHER SIGNIFICANT CONDITI IBUTING TO DEATH 8[)T NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
2BEs 4|2 hire > PERFORMED? 
2353 4 |2| Schizophrenic reaction ype. ves L) NOP 
ago0 o : 
Bee a 200, ACCIDENT WAS UNDERLYING [] _]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury én Port | or Port Il of item 18.) 
rte ws = N 'AUSE Of H 
2 gz 5 8 | UF EITHER, NOTIFY MEDICAL EXAMINER} 
oees & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County) (Stote) 
sees s Heer Meme ilies a" ch wine foctory, street, office bldg., etc.) | 
z 2 36 = p.m. 19 lot work [7] ot work i 
Rage D5 z 
es 21. | certify that | attended the deceased fram__.October 20,1954 taJuly 18, 1999 inet 1 testieaw thevdeceaved 
Seto 
2 r , 
oe v5 alive an_d) ly 17, ee 7 ea and that death accurred athe354 mu, fram the causes and on the date stated above. 
£655 , , DATE SIGNED 
aes d Lge. 
ge ACTUAL aed 
BBs SIGNATURE, MD. 
aeP ] 2 “ 
capa / 
S485 PHYSICIAN’ 
eae hancites, Edmund Lusthaus, M.D. 
avs 
pie eo. BURIAL, CREMATION, | 22. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY ity, town, or county) (Stote) 
Sot Specify) 
be ee ; HOLY REDESMER ORE 6 
2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Als (4) . Ke] Chadd P Tae 
5M 9/58 FRANK CVACH & SO} 900 N. CHESTER sT. 5 oareJUL 20'S Catton £ A 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH N?Z798 


fe: Reg. Dist. No. 
bk baa hee Selle) 
( 7 3 BR o ie ta MARYLAND 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


~ ce 
S = 
3S 4 @. STAI b. COUNTY 
= Se [Vy aRYL AAD” AK Kole 
Suche B. CITY OR TOWN [If oultide corporote limits, write [<. LENGTH OF STAY IN Tb ©. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
8 3 URAL ond give neores! town) - 3 Ait. R 
$ is iE srM! cs 3 Westin s7E 
S98 ‘3. NAME OF HOSPITAL (IFnot in hospital, give stfeet oddress) 4. STREET)ADDRESS @. 15 RESIDENCE 
i OR IN! 1ON. = ON A FARM? 
ne ‘ Ro u-Ts Hee Lead O@ OTE vA YES No) 
Se & 3. NAME OF First Middle 4. DATE <7 Month Day Yeor 
- DECEASED 2 
3 (Type or print) SAmson ARR\ Sener DEATH aA debe 195 
> 
8 
2 


5 a 7. an toa 
5. SEX 6 6. COLOR OR Rice MARRIED [JANEVER Mi > (| 8 DATE OF BIRTH i) Bg by “gon 
5 7 ZZ \wiwowen [7] pivorced [] uve Z | 18% 2 al 


100. USUAL esas A ae tee kind of work done] 10b. KIND?OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign 16 


most of working en if retired) 
py fay “Wuss;p 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Lspae. CHER Wer Knew. 


* was PERE ASEUR VERN U.S. mee ~~ 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
eee 7 
c Mes Derorwy StHER ssrm see Mi 


18. CAUSE OF DEATH [Enter only one couse per line for (9). {b}. ond (c)-] Cane delat at 


pi uy 
mri onan wes weet Care, emp Caron) 


{ nA DUE TO 


Then pleose remove carbon popers. 


Conditions, if ony, which b) 
Gove rise lo immediote ‘ 
couse (o}, stoling the under- 


DUE TO 


(c) 
Pant 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Te ie ices 


(ABETE Lipas. we NO ISL 
200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port i of item 16.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, 
Hour 0. m, 


ronsit permit. 
or removol, ond in ony event within 72 hours ofter deoth. 


been signed by the ottending physician ond completely filled in b: 


ysicion. 


he buri: 


en 
Doy, Year |20d. INJURY OCCURRED — | 20e. TRACE OF INJURY (Home, farm, 1 20F. {City or town) (County) (Stote) 
While INDI white foctory, street, office bldg.. etc.) ! 
lot work [[] ot work ' 


ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 houg 
MEDICAL CERTIFICATION, 


moy be retoined by the hospito! or attending ph; 


TO FUNERAL DIRECTOR: After this certificote hi 


page 3 should be detoched for use os fl 
the registrar prior to buriol, cremation, 


: hala 
= 
5 = oer ‘7b. DATE THEREQE , i) OR CREMATORY, 72d. LOC, pe town, or county} {Qote) 
‘AL (Speci os 
A er ~(2A- uF lied z. ae a OLD CA 
= — 2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Jaren. DATE 14°59 Onkbug § Pinna. 


and 


¢ death. Poge 4 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician and completely filled in by the funerol directar, 
Poges 1 and 2 shauld be filed with 


death. 


Then please remove carbon papers. 
‘a 


the registrar prior to buriol, cremation, ar removal, ond in any event within 72 ho 


page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL , PHYSICIAN: The law requires that the death certificate be executed within 24 haur! 
may be retoined by the haspitol ar attending physician. 


& 
> 
a 
= 


15M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7815 CERTIFICATE OF DEATH Siw e799 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission} 


8 COUNTY roll marviano || ° SE Maryland b.county Balto.City 


b. hare a (If autside eer limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL and give neorest tawn) 
SEES 

Sykesville Qmoge Baltimore 5 3 VAY Be 

da. pape eS aia! (If nat in hospital, give street address) d. STREET ADDRESS e. dre 
Springfield State Hospital 2618 E, Madison St. ee) MOLE 

1. NAME OF First Middle lost 4. DATE Manth Do Year 
EC 
eo Bertha Wilhelmina H, Schmidt | Skarn sed 


5. SEX 6, COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. pe rtarieed IF UNDER 1 YEAR|IF UNDER 24 Hi 
lost Bi ay] Manth: 
Female White  |woowsr Pf  ovorceo—q) | November 2h, 188' Waetals edie hee le 
10a, USUAL OCCUPATION (Give kind af wark done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 
Housewife __ own hone Maryland, Baltimore U.S.A. 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Jom Homberg Fredericka Martz 
1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, 10, oF unknown) (IF yes, give wor or dates of service) 
io | ""- 212-01-1779D __ Springfield Hospital Records 
18, CAUSE OF DEATH [Enter only ane cause per line far (a), (b). and (c}-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Pople nT ee est 
IMMEDIATE CAUSE (o)___ PUI monary embolism 
4. LX DUE TO 
Canditians, if any, which oy Thrombophlebitis_ Months: 
gave rise ta immediate 
cause (a), stating the under. ( OVETO | 
lying cause lost, (xs 
3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT, 3 TED TO THE TER! af DISEASE etion. GIVEN IN PART I{a}/1%. WAS AUTOPSY 
7 |=| C.B.S.essoc.with sén brain disease wi psychotic reaction. PERFORMED? 
AAS ‘ ves no 
3 200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part II af item 18.) 
e OR CONTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
& ]20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F. (City or tawn) (County) (State} 
rat Haur a, m. While Waneate factory, street, office bldg., etc.) | 
= p.m. 19 lot work [J ot work (J H 
21, | certify that | attended the decegted fram_5/28/59 7: ee to July 27, 3 19. 2Mhat | last saw the deceased 
alive on_duly 2% gsc eae , and that death occurred at 2830Py, fram the causes and an the date stated abave. 
ADDRESS (Street, city ar tawn, state} DATE SIGNED 
ACTUAL 
shod wo, Springfield State Hospital _7/28/59 
F) Jrarercians Edmund Lusthaus, M.D, Sykesville, Maryland 
22a. BURIAL, CREMATION, | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or caunty} {State} 


*BUPTeL | 7/31/59 Baltimore Cemetery 
23 FUNERAL DIRECTOR'S Si ATURE AQDRESS: da. REC'D BY REGISTRAR 
([SeB BEEP oioaes Howe, “The. omelUl 2 959 


Baltimore, Md. 
‘24b, REGISTRAR’S SIGNATURE 


Onttan £ Fea 


o< 


@ death. Page 4 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and completely filled in by the Funeral directar, 


TO HOSPITAL . PHYSICIAN: The law requires that the death certificate be executed within 24 hour: 


Pages 1 ond 2 shauld be filed wi 


ve 


Then pleose remave corbon papers. 


the registrar prior ta burial, cremation, ar removal, and in ony event within 72 hoy, 


may be retained by the haspital or attending physician. 
page 3 shavld be detached far use os the burial-transit permit. 


SANS (4) 
5M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


N80 


Reg. Dist. No. 


8 Sunn 2 me pence (Where deceased lived. If institution: Residence before admission) 
o. 9. b. COUNTY ® 
daa Yaryland City 
b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
29days Baltimore 3VGOl-& 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 3628 Rober yes (NO 
3. NAME OF iT it 4.DA 
DECEASED. First Middle Lost _ Month Day Year 
(Type or print) Martha Louise Schroeder DEATH July 13 19 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [] | 8 DATE OF BIRTH 


WIDOWED §] Divorced [] 


Female White 


100, USUAL OCCUPATION (Give kind of work done! 


9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
or Months{ Days | Hours] Min. 
yrs. 


11. BIRTHPLACE (State of foreign country) 12. CITIZEN OF WHAT COUNTRY? 


October 16, 1866 


10b. KIND OF BUSINESS OR INDUSTRY 


& during mast af working life, even if retired) 
3 Canning factory - Germany USA. 
13. FATHER'S NAME 9 14, MOTHER'S MAIDEN “ye 
Frank 2 Martha ° 
" WAS Ge eal U. BS pu Wee 16, SOCIAL SECURITY NO. INFORMANT ‘ Address 
(Mea ae ats aegis oh WSS chic 
No i one Springfield Hospital Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


years 


1B. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (e-] 
PART |. DEATH MEDIATE Case o, _ AY terosclerotic heart disease 


LAD DUE To 
Conditions, if ony, which o 
gove rise to immediate 
cavte (a), stoting the under- 
lying cause last. e) 


Zz 
Past Il. OTHER SIGNIFICANT CONDUIONS CONTRIBUTING TO DEATH BUT NQT RELATED, HE TERMINAL DI: E CONDITIOt IVEN IN PART 1(0)|19. WAS AUTOPSY 

|2| CBS "assoc. with cerebral arteriosclerosis, with psychotic reaction, PERFORMED? 
iss right yes] NOR 

= 200. ACCIDENT INDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il af item 1B.) 

if OR CONTRIBUTING BR CAUSE OF DEATH 

© [(IF EITHER, NOTIFY ICAL EXAMINER). 

G [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 

8 Heueeten. While shar factory, street, office bldg., etc.) | 

= p.m. 19 {at work [] ot work ! 


ean Se, ‘ 1999 that | last saw the deceased 
alive on_JUly 13. eee ‘ie )_, ond that death accurred o@ 2 LOM M, fram the causes and an the date stated abave. 


> is ADDRESS (Street, city or town, stote) DATE SIGNED 
SGWa Ture Col tu of law, pale Springfield State Hospitel 7/13/59. 
NaMetyee__Edmund Lusthaus, MeD. 


220. BURIAL, CREMATION, ois) 59 Wc, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
r fs 5 
St VALI) Oak n Cemetery baltimore, nd 


VOR A. Mona = 30 00, Es Bi [Prone S: treed ne 559 ‘2db. Chdteniat ite 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N78 H 
2817 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


3 § Reg. Dist, No. 
es 
ee e 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where decected lived. If Institution: Residence before ediintion) 
Ss a a. COUNTY 11 0. STATE b. COUNTY 
ay Carro MARYLAND Maryland Baltimore 
2s 3 b, CITY OR TOWN itt ovnide corporate limin, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL and give neorest town) 
8 V2 5 ‘ond give neoreal town) ; 
ge 2 : ney tow Reisterstown 7 K="4 
& = a. NAME OF HOSPITAL OR REnTUTOR (If not in hospital, give street address) d. STREET ADDRESS IS RESIDENCE 
3 
> = 2 Yes f} NOE] 
3 § 3. NAME OF First Middle Lost + DATE Month Day Yeor 
rise es eo) Barbara SHEELE) July 2 19 59 
2 Fi 6. COLOR OR PACE ~ MARRIED [5p NEVER MARRIED [[]| 8. DATE OF BIRTH % AGE aie IF UNDER 26 HRS. 
a oe Min, 
2 White |wiowet)  oworceo) | Oct, 14th 188 fom Ho a 
= 2. CITIZEN OF WHAT COUNTRY? 
C4 


100. USUAL OCCUPATION ive kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 
= during most af warking life, even if retired) 
House Wife Own home 4 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Dy Cramer 
2 Smith 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT a Address 
(Yes, no, oF unknown) Itt yen, give wor or dates of service) 
0 ~ William C. Sheele Reisterstown Md 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c).] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH 
ee MEDIATE CAUSE (o) Multiple traumatic 


£/o x DUE TO 


Conditions, if any, which 0) 
gave rite to immediate couse 
(0}, toting the underlying( DUE TO 


U.S.A 


ok 


File pogs 


"s Office olong with farm PM3. Poge 5 moy be retoined for your 


TO FUNERAL DIRECTOR: Page 3 should be used os 0 burial-tronsit permit. 


“‘pending’’ in pencil in Item 18. Give Poges 1, 2, ond 3 to the funerol 


couse lost. « 
3 PART Ul, OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vaj}19. on aed Sa 
, 19 = Se 
5 ves oO No ¥] 
& ‘200. EXTERNAL CAUSE WAS '20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
g Jetorszacrmne 
9 4 » Train collision, 
G | 2c. TIME OF INJURY = — Month, Day, Year | 20d. auto OCCURRED |20e. PLACE OF TDUURY (He (Home, form 1208. {City of town} (County) (Stote} 
8 Hour 356x While Nat while! factory, street, office bldg., etc.) | 
ONE Q p.m. f 19GB [ot work [J ot work Ge Railroad ear Tane n Carroll Md 


21, I certify that | took charge of the remaip$ Hescribed above, held an Autopsy [1], Inspection J, Inquiry [7], and find that 
[death resulted from: Natural causes [], /Aptident Bx], Suicide [], Homicide CO. Undetermined cause [7]. 


Chief Medicol Examiner’ 


“AL EXAMINER: This certificote shauld be executed within 24 hours ofter deoth. 


cute the certiticate, writing the ward 


e 
i} a pike pap, CHIEF MEDICAL EXAMINER [7] cee 
ie SBS ASSISTANT MEDICAL EXAMINER Bg 1/13/59 
3 EXAMINER'S, 
5 g 2 NAME (Type) Charles S, Pett; M.D. DEPUTY MEDICAL EXAMINER [] 
wets 720. BURIAL cee 2b. DATE THEREOF Te. NAME OF CEMETERY OR CREMATORY Zid, LOCATION (Cily, town, or county) (Gtote) 
cs 3 REM ms 
on Ou Rare 1/15/59 Glade Walkersville Md 
22, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS. tsa ‘aa, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AISME(5) o> Walkersville UL 16 '59 corre % 
5M 9/55 . ‘ (327 art? ton of Ahaua 


essory, please exe- 
Poge 4 should be 


€ 


retained for yaur files. 


ges 1, 2, and 3 to the funerol 


pencil in Item 18, Give Pa 


forwarded to the Chief Medical Examiner's Office alon: 


cote, writing the word “pending” 


or remavol, 


TO DEPUTY @... EXAMINER: This certificote should be executed within 24 haurs after death. !f ony deloy 
cute the cer 


VS. AISME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 7803 
7818 MEDICAL EXAMINER'S CERTIFICATE OF DEATH ee ' 


2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 


9. COUNTY ©. STATE b. COUNTY 
Carroll MARYLAND Maryland Baltimore 
Bb. CITY OR TOWN t ovnide corporat iin, write RURAL ¢. LENGTH OF STAY IN Tb €. CITY OR TOWN (If outide corporote limits, write RURAL ond give nearest town) 
ive necrest town) 

Reisterstown x 4 

“d. NAME OF HOSPITAL OF INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS. BG 
Route # rs Of OO 

Neue or First Middle Last 4 DATE Month Doy Year 
‘ype or prin RAYMOND SHEELE) peat 2) Bee 


5. SEX COLOR OR RACE }7- MARRIED [J NEVER MARRIED [_]| 8. DATE OF BIRTH 
Male White — |wirowQ _oworctoO | Oct, lOth, 1889 
109, USUAL OCCUPATION [Give kind of work done] 106, KIND OF BUSINESS OR INDUSTRY [11, BIRTHPLACE (Ste or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Farner Own farme Maryland U.S.A 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Henery Sheeley Idea Gernand 


15. WAS DECEASED Los IN U.S. ARMED ps4 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, 10, or “io yes, give wor or dates of : 
Williem C. Sheele Relsterstown 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (b), ond {2.] ANTERVAL BETWEEN 


1. DEATH WAS CAUSED BY: ONSET AND DEATH 
rn wwas caused 8 Multiple traumatic injuries 


x DUE TO 


Conditions, if ony, which @ 
Qove rise to immediote couse 
(0), stoting the underlying( OVE TO 


cause lost. (o 

3 PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. MORAL 

A s yesg) No 
5 nrcuers AOS RGTING. o ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
|e Auto - Train collision. 

See ee 

5 | 20c. TIME OF INJURY — Month, Day, Year [20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home, form, }20F. (City or town) {County) (State) 
ry jour oe While Not while © fectory, street, office bldg. ete.) } 
2 Q p.m. 219 59 at work [] ot work fi Railroad iNear Taneytow Carroll Md. 


21. certify that | took charge of the remains-described above, held an Autopsy fx], Inspection [1], Inquiry (2). and find that 
death resulted from: Natural causes OAs Accident EK]. Svicide (1, Homicide (. Undetermined cause (7). 


sip, CHIEF MEDICAL EXAMINER [1] kes 
ASSISTANT MEDICAL EXAMINER Ei 1/13/59 

NAME pa D DEPUTY MEDICAL EXAMINER [_] 
‘220. BURIAL CREMATION, | 22b. oat THEREOF Ne. NAME = CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 

ra i Geet 

Burial GLADE Walkersville Nd 
23, FUNERAL DIRECTOR'S SIGNATURE ce ra ha 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
8 e 2 
sot oar UL 1 6 '59 Critan £ Kinuna 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()\'Z S04 
7819 CERTIFICATE OF DEATH 


_ ¢ Reg. Dist. No. 
st 
a 3 = 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before edmision) 
8 8 a. COU! °. b. COUNTY 
Bee Carroll eal Maryland Balto. City 
=: te b. CITY OR TOWN (If outside carporate limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
cee RURAL ond give nearest tawn} Baltim Sy. 
Ree esy. 26mos 4200 a. ore = Ol-& 
. £5 
22 d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
@ =s c OR INSTITUTION. + Ht Rot im Rospitel a ! ON A FARM? 
eae O / Springfield State Hospital 205 Falls Ra, - Apt.17 Yes L]_NO fg 
2 £6 3. NAME OF First Middle Lost 4 DATE Month Day Yeor 
PS . 
& 23 (Type or print) Helen Jane Smith Steinmeier DEATH J 29, 19 59 
© ay 5, SEX 6. COLOR OR RACE |7. MARRIED EM} NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
me Aes Rr le te J g 1917 — Min. 
ee ‘ema Whi wioowen [] Divorceo [] anua iy on. 
a2 ry 
3 eg 10a. USUAL OCCUPATION {Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 a 
2 825 during most of working life, even if retired) 
§ ved Operator - PBX SS pease Virginia Ue Shs 
5 : ; 
g : 8 1, FATHER'S NAMELY 14. MOTHER'S MAIDEN NAME 
© 3 
Seconna I Charles Smith lillian Sinclair 
fe = 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
co (Yes, no. or unknown) {If yes. give wor or dates of service) 
B pee No | "= 213-03-597 Springfield Hospital Records 
9 28s 1B. CAUSE OF DEATH [Enter anly ane couse per line for (0), (b), and (c). INTERVAL BETWEEN 
i 2a¥y PART |. DEATH WAS CAUSED 8Y: ONSETZANGICEATH 
aes z fy, doy IMMEDIATE CAUSE (0) Multiple sclerosis Years 
5 fF IUD XK DUE TO 
= 
= 22> Canditians, if ony, which ) 
3s BEo gove rise to immediate 
5 s&s cause (a), stating the under. ( OVE TO 
TetaR lying cause last. e 
3o8e? a AUTOPSY 
z aod z o_. Oo £6) Ml. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)|19. WAS AUTOI 
2 R229 )|—| Intertrochanteric fracture, left femur, - C.B.S.essoc.with diseases of YL) Now] 
2222 ° Lunknown_o mce ain suse Ww h psycho eg n 
Pe Be = [ 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il af item 18.) 
Se ie & | OR CONTRIBUTING L] CAUSE OF DEATH 
eeogs © |(iF EITHER, NOTIFY MEDICAL EXAMINER] 
23538 & |20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn} {Caunty) (State) 
Esies 5 Het 5. is. Mile, . Ras aihao fodiory,sreet, office Bid, tc) | 
23 
Qasr = p.m. ot war ‘ot work 
gts 
35° , 
g gs Ss 21. | certify that | attended the deceased fram__January 9, 1958 _, to JUly 29, , 19.59 hat | last saw the deceased 
eter gis ‘ F 
FA x 2 $5 alive an July 28, eee | 19 oo and that death accurred at_ 120A, fram the causes and an the date stated abave. 
E s 6 3 = ADDRESS (Street, city or tawn, stote) DATE SIGNED 
< 5G 0 = ACTUAL Meter —d (ae 
pees SIGNATURE. mo. .. Springfield State Hospital 1/29/59. 
om = 
£az20 
a oe ‘ 
Hege NAmetiyes___EGmand Lusthaus, M.D. _SyKesyilie, Mie ee ee 
a8 Z° i ‘Za. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, tawn, ar county} {State} 
Qseas REMOVAL (Specify) 
Eber Buria Aug erste) Park 
2 iS, 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 24a, REC'D BY REGISTRAR ‘2a4b. REGISTRAR'S SIGNATURE 
f 
TM9788 Burgee Funeral Home 3631 Falls Road cate YUL 3 0 '59 nbn Life Faw 
v i Ge Re 2 
‘ 
Ot tT OR g 


oad 


ter death: Page 4 


i 


Pages 1 ond 2 shauld be filed with 
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x 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


7820 CERTIFICATE OF DEATH 07805 


Reg. Dist. No. 
1, PLACE Repente 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
. COUN Carroll sina ©. STATE Ma. BOOTY Carrol] 


c. CITY OR TOWN (If outside corporote timits, write RURAL ond give neores? lown) 


xX Sykesville R-D.l 


'b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib. 
RURAL ond give neorest town} 
Sykesville R-eD.L 


d. Sane {If not in hospitol, give street oddress) n d. STREET ADDRESS. e Bade a ts 
Oakland Road Oakland Road ves 1 No BQ 
3. pes Fiest Middle lost Month Day Yeor 
{Type or print) Annie Alverta Teal July 29,1959 19 
5. SEX 6. COLOR OR RACE }7. MARRIED [} NEVER MARRIED (] | 8, DATE OF BIRTH 


Female White wivoweo%] ——oivorced [J uly 25,1881 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ool Months} Ooys | Hours | Min 
yes. 


100. A al! Cer even sks kind Hat Me 10b. KIND OF 8USINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if reti . 
Housework ! Maryland U.S. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Richard W.Allender Florence V.Eckman 


6. WAS, PEREASEDEMEN, JN U. S. ARMED Renate 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
"No [Cm eneer ewer 121 5-32-0717 Mrs.Daniel Brothers,Sykesville,Md. 
No PY: > 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond {c).) INTERVAL BETWEEN. 


ONSET AND DEATH 
isi eal at eee Pe, Arteriosclerotie C-V Dicsens 12 yre 


\ 7 
hod / DUE TO 
Conditions. if ony, which b) 
gove rise to immediote 
couse (0), stoting the under- ( OVETO 
lying couse fost. tc 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}|19. WAS AUTOPSY 
Yes(J no] 


20a. ACCIDENT WAS _UNDERLYING [) 20b, DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING £] CAUSE OF DEATH 
{IF EITHER. NOTIFY MEDICAL EXAl hie none 


0c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour 9. m. White No! while foctory, street, office bidg., etc.) i 
pom, NONE fot work LJ ot work [TPONE mone 
. t 
(x0) 


21. | certify that | attended the deceased fram. ee =59 


MEDICAL CERTIFICATION, 


i 5e Bees. , ta. 7=2 ck age 5 eee uthat | last saw the deceased 


alive on____2 = O= 2a . _-. and that death accurred ot_.L_ Pom, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
SigwaTuRE wo. 6 Hanover Rondo eet LESS Pe 
PHYSICIAN'S 
NAME (Type), 2 
No. BURIAL, CREMATION, ‘2b. DATE THEREOF ‘Mc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) {Stote) 
Buria Aug.1,1959 | All-Saints Reisterstown,Md. 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 


a ” 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S oN TURE 
J-F-Eline & Sons,Reisterstown,Md. aa MUL Oe oe Cathet Pom 


MARTLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7324 CERTIFICATE OF DEATH n7806 


Reg. Dist. Na. 


oll 


seg 
3 2 1. PLACE OF DEATH 2. USUAL perence oe deceated lived. If institution: Residence before oinigioy) 
2 ¢ ©. COUNTY j MARYLAND a. b. COUNTY “ 
Saf AM Lo 3 t- 
£9 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outtidecorporote limits, write RURAL and give nearest town) 
S$ 8 URAL ghd give arest Sal Jf LS tf 24 y 
oe Hz ! LA. = Ss PotD CaAWTA LE 2 
P? oO d. NAME Pi HOSPITAL {If not in respi: give street address} d. STREET oY od @. IS RESIDENCE 
@ x OR INSFITUTION /; ‘ON A FARM? 
i ves [] NO fxr 
3. NAME OF First q Middl f \ost 4. DATE 7 ¥ 
NAME CR ics he dd, le Wy, § m Month Day fear <o 
tre er xin AL 2 Lb SAM A (2 
5. SEX 6 cole OM RACE | 7. MARRIED. ple. MARRIED. 8B. DATE OF 8 my ra GE (InZoors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
oa Oo lost bi al Doys Min. 
wivowen [J divorced [] 4 
\ Joa. ot “OCCUPATION a kind of werk done] 10b, KIND OF BUSINESS OR aoe) 11, BIRTHFLXCE {Stote or foreign erg 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, éven if retired) 


bivgne> SFBHEL WA) Pe ae, 3 


Sey 


é LiL ITCI D2 rw~ or SEC!” 
Tg, WAS DECEASED EVER IN U.S. ARMED FORCES? es SECURITY NO. [17. INFORMANT a ‘Addrevs 
108, 90, oF unknown) {If yes, give wor or dates of service) Ly y 
: Yt Edbef| Stempee) - ¢ Leable, PZ 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢), 5 : 7 Inte ete 
PART I. DEATH WAS CAUSED BY: hi : 5 sess ; 
IMMEDIATE CAUSE (0) fA CLE Ais Zt ‘ te S 


¢ : PZ Pe 
ic ak te Go A are 
. Ff a i (b) Rigs eS etn hae | 
gave rise to immediote 
couse (0), stoting the under. (| DUE TO 7% 7 
9 cause lost. te A fo aS 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ee Fer 


e 5 Not] 


igned by the attending physician and campletely filled in by 
-transit permit. Then please remave carban papers. Pages 1 and 2 shauld be filed wi 


200. ACCIDENT WAS UNDERLYING C7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EXTHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 0d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120F, (City or town) (County) (State) 
Hour af. While Not while foctory, street, office bldg., el 
p.m, 19 fot work [1] ot work [J 


21, | certify that !a) the deceased fram____. PAN, 19.4 $2, 77% 2, aK lp a oe ) that t fast saw the deceased 
alive on__L& ae esed.,., and that death accurred at L244. 2M, fram the causes and on the date stated above. 


‘ADDRESS (Street, city or Wd. AL SIGNED 


cate has been 


MEDICAL CERTIFICATION, 


\ITENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs, 


by the haspital or attending physician. 


TO FUNERAL DIRECTOR: After this cer! 


oe 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours after death. 


page 3 shauld be detached far use as the burial: 


4 
29 l PHYSICIAN'S 4 2 2 
Ze NAME (Type! (Wer DP vee ®) LADAMETASA os noe ie. 
a 3 No. Soe ‘2b. DATE eee Wc. NAME pre CEMETERY te mar 22d. LOCATION (Ci /. town, or far yy f (Stete) 

> o “2 f 
=: - 37 oe LOY” emp tlff, v, 
4 23. FUN > oe eck ‘2db. REGISTRAR'S SIGNATURE 

ANS (4) 4) 5 Sik 
Yas? oar. 2 6 59 wbalg £ XS, 


1 


S ee 
se 
& oF 
8 $ 
a. 2% 
“OE 
= Gag 
g ss 
is 
a <5 
bees 
ae 
mls 
ef 
26 
re, 


5 
3 
ae 
x 
a 
43 
= 
3 
al 
S 
= 
& 
2 
4 
o 
e 
o 
2 
ro 
a 
6 
S 
= 
i 
© 
34] 
© 
oe 
G 
= 
$ 
‘a 
v 
ts 
= 
2 
© 
cs 
= 
bs 
< 
Qu 
a 
> 
= 
a 
oo 
4 
i) 
Zz 
G 
Ee 
e 
an 
ng 
6 
= 
a 
° 
= 
° 
i 


Then please remave carban pap¢/s. 


is certificate has been signed by the attending physician and camp! 


r 
eh 
3 

ES 
ee 

o 

2 
A 
a) 

e 
tS 
6 

5 


page 3 shauld be detached far use as the burial-transit permit. 


may be retained by the has 
TO FUNERAL DIRECTOR: After 


Pag 


the registrar priar to burial, crematian, ar remaval, and in any event within 72 haurs after death 


A? 7822 CERTIFICATE OF DEATH z 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


0287 


1, PLACE OF DEATH By ye Marys (Where deceased lived. If institution: Residence before admission) 


° Coun Carroll MARYLAND “Maryland 5 COUNTY GEG, 


b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest lown) 
RURAL ond give neores! town} i 

Sykesville W2y10m24 days Baltimore 9, M4, 2VOl_¥ 

d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 


OR INSTITUTION ON A FARM: 


Springfield State Hospital 1609 Sulgrave Ave ves] No 


. Teer auee First Middle Lost 4 Bore Month Year 
(ype or print) Robert Todd DEATH ¥ ‘3G ) 1999 


5. SEX 


6. COLOR OR RACE |7. MARRIED] NEVER MARRIED Xi] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
Het Months[ Doys | Hours] Min. 
W wioowed [) Divorced [] 5=7=27 


1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
New York,N.Y. USA. 


M 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even if retired) 


none 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
George Todd Blanche Barrett 
VS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no. oF unknowa) | {IF yes, give war or doter of service) 


S,S,Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) Bronchopnewnonia aay: 8 
UII DUE TO 
Conditions, if ony, which (bh 
gove rise to immediote 
couse (0}, stoting the under ( CUETO 
lying couse lost. 
ra HE FICANT. f 19. WAS AUTOPSY 
0 |8| youtal Set belgngy, Pubes Piya vda janet “Parepa Rare epa Tey MTOM ve Nol” ec 
fe] i due éti yes) noGk 
= ah eae WAS UNDERLYING [7 = ie HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
© | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Pe 
& [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, Form, | 20f. (City or town) (County) {Stole} 
a etre “ehin, ia. SR aie foctory, street, office bldg., etc.) ! 
= p.m. 19 lot work [J of work [J H 
21. | certify that | attended the deceased fram_________ LO~2 Om 19 24 _ eee , 19. 59that | last saw the deceased 
alive on_______ TnB . 2) and that death accurred at (TROP y, fram the causes ond on the date stated abave. 
ADDRESS (Sireet, city or town, stote) DATE SIGNED 
ACTUAL Bae ao, ~ 
/ AEA ue trina M.D. _Springfi jeld State Hospital ===» 74-59 
PHYSICIAN'S 
NAME (Type) Edmund Lusthaus M.D. Sykesville, ss 


220. BURIAL, teen ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 

Bs REMOVAL (Specify) a b~ SF se 

23. FUNERAL DIRECTOR'S SI NAY RE Z Se ADDRESS y 
Bot COCiyl7, Ae. Goo 


rr 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N7S8A8 
7823 CERTIFICATE OF DEATH Reg. Dist. No. 


al 


@ death. Page 4 


sz 

£3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: 3 a admission) 

3 3 ee wk MARYLAND 0. STATE Maryland ». county City 3 

a arro. 

se" &. CITY OR TOWN (If outside corporote limits, write |. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 

58 RURAL ond give nearest town) a Baltim { “g 

22 Sykesville ths, 26 dyse ore 

52 

ie ‘ 

2 & d. pre ee Moe (If not in haspitol, give street address) d. ah ADDRESS: e. ER ses 

a / Court 

za 0 pringfield State Hospital. 93, Wilmot Cour vet Nok) 

sects 

= & . NAME OF First Middle lost 4. DATE Month e Yeor 

34 Wace Edith Johnson Trehearn| ffarn To = 19 59 
5. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH Ba or nart URE TYEAR] IF UNDER 24 HRS. 

ths] Days | Hours | Min. 

Female White WIDOWEDIX] pivorceD [J 119678 ex i 


10a. USUAL OCCUPATION (Give kind of work dane! 


during most, of warking life, even if retired) 
Maryland 


Hous e 
14, MOTHER’S MAIDEN NAME 


13. FATHER'S NAME Robert Johnson ; 
Rete Eedeere 050: Maran Moore 


Be WAS Ges g Bae AN U.S. hia Sad 16. SOCIAL SECURITY NO. INFORMANT Address 
fax, 0, oF unknown) {If yes, give war or dates of service) 
| Kae none Hospital records. Sykesville,Maryland. 


no 
INTERVAL BETWEEN 
'D DEATH. 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PaRT |. DEATH was causeD By: Hypertensive arteriosclerotic heart disease. 


IMMEDIATE CAUSE (0), 


Then pleose remave carbon paper: 


iol, crematian, ar remaval, ond in any event within 72 haurs after death. 


pyysician’s Meustin del. Ll CA 


NAME (Type) 


22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Cit 


altimore, Mde 
24a. REC'D BY yONEg® 2db, REGISTRAR'S SIGNATURE 


Cathar 8 Aicasset 


, town, or county) (State) 


“pues x DUE TO 
z Conditions, if ony, which (b) 
5 gave rise to immediote 
& couse (a), stating the under. ( OUETO 
gts lying couse last. an 
See 2 
Bs Pagr Il. OTHER SIGHIFICANT GONDITIONS CONTRIBU DEATH BUT NOT D TO THET DISEASE CONDITION GIVEN ANP RE 10)[ 1. WAS AUTOPSY 
2 ce} 
sig 2l¢,B the: story disturbance with ‘Cerebral arteries PERFORMED? 
ages 0/5 S 25 .88S06vi cule yes] No fi 
Poa = Me. AC AS UNDERLYING C1. [206. DESCRIBE HOW INIURY OCCURRED. (Enter noture of injury in Part | ar Part Il of item 1B.) 
Doe & FOR CONTRIBUTING (7 CAUSE OF DEATH 
ese & |F EITHER, NOTIFY MEDICAL EXAMINER) 
S58 & [20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, {20F. (City oF town) (County) (Store) 
5°38 a Hour 9. m. Whil Not whik factory, street, office bidg., 
5 8 He ile lot while "4 
ge: = p.m. Jat work [[] ot work 
4 oO 
e20 21.1 pipe te | attended the ane fram.__ 24 °K 7 that | last saw the deceased 
° 
-, alive onf= Se 19 BP : ea that death accurred at_~®"® _M, fram the causes and an the date stated abave. 
= ADDRESS (Street, city or town, stote) DATE SIGNED 
> 
a ACTUAL +: en! 
z ACTUAL wo, Springfield State ital Ta e59 
s 
3 
2 
ry 
3 
> 
3 
3 


poge 3 shauld be detach 
the registrar prior to buri 
~ 


TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physician and campletel: 


& TO HOSPITAL Do voronc PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


ANS (4) 
IM 9/58 


B 


inettaba ereculed! withinias rou death. Page 4 


The law requires that the death certi 


& TO Vee PHYSICIAN: 


-_di 


es 1 ond 2 should be fited with 


Then please remave carbon papers, 


jan. 


< 
3 
& 
a] 
5 
3 
2 
a 
is 
ce 
= 
= 
= 
& 
: 
3 
> 
Fr 
6 
it 
so) 
e 
5 
6 
4 
ts 
5 
4 
He 
° 
q 
£ 
& 
2 
se 
a 
e 
3 
& 
8 
‘o 
3 
©, 
® 
aa 


\ 


poge 3 should be detached far use as the buriol-transit permit. 


may be retained by the hospital or attending phys: 
TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician ond completely filled in by the funeral director, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH 


N'7809 


Reg. Dist. No. 


1, PLACE OF DEATH 2. el cess ig {Where deceased lived. 
0. COUNTY °. b. COUNTY 


C 2 b] MARYLAND: 


If institution: Residence before admission) 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give neorest town) 


cc. LENGTH OF STAY IN 1b 


VKS sei a m 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 


d. NAME OF HOSPITAL {IF not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
| Springfield State Hospite: ves fel NOT 
3. NAME OF First Middle Lost 4, DATE Month Doy Year 
DECEASED _ OF 
Ss ail Blanche Upton DEATH 7 3 19 59 
5. SEX COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


lost birthdoy) 


; 


Months] Days | Hours] Min. 


F W wibowep [j Divorced [] T1989 69 
Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
abore a Maryland UsSehe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ohn Upton Agnes Cavey 
1S. WAS DECEASEDEVER [N U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no, oF unknown} (HF yes. give wor ar dates of service) 


uunkn. 


_S,S.Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PART |, DEATH WAS CAUSED BY: 
J IMMEDIATE CAUSE fe 
A 
oh 


DUE TO 
Conditions, if any, which (o 


INTERVAL BETWEEN 
ONSET AND DEATH 


days 


gove rise to immediote 
couse (0), stoting the under- 
lying couse lost. 


DUE TO 


fa Paer Il. eu SIGNIFICANT CONDITIO! ITRIBUTING [O DEAT! oe, RI Faas at ETER ae CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
5 Mental deficiency, unddfeeeentiated, P YC] NOX] 
 [200. ACCIDENT WAS UNDERLYING []__ |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
& | OR CONTRIBUTING (] CAUSE OF DEATH 
& | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
& [2%0c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, 1 20F {City or town) (County) (Stote) 
6 Hour 0. m. While Not while foctory, stree!, office bidg., etc.) 
= pm. 19 fot work [] of work { 
21. | certify that | attended the deceased from.____ 10=29— 19.54, a a (_/ |_ , 199 that | last saw the deceased 
alive on____. /__, and that death accurred at_ 800A, fram the causes and an the date stated abave. 
Le ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL at 
SIGNATURE ‘v-»__ Springfield State _ Hospital Tahn59 
PHYSICIAN'S 
NAME {Type} Edmund Lusthaus M.D. Sykesville, Maryland. 


‘Zo. BURIAL, CREMATION, 7 = THEREOF 


U, ct 


REMOVAL [Specify] set 2 by 1g 5-9 


23. FUNERAL DIRECTOR'S SIGNATI ADDRESS |. REC'D BY REGISTRAR 


pare UL 7 59 


‘24b. REGK 


2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or (Stote) 
ST™ Johw Lerelree. ExLk ito Cite Ae. 


RAR'S a oO 


Crnihet §. Miasnsy 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 
7825 CERTIFICATE OF DEATH 


et 


N7810 


Reg. Dist. No. 


@ death. Page 4 


TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physician and completely filled in by the funerol directar, 


= 
= is AEE CRDERIN 2, big DEN‘ (Where deceased lived. If institutian: Residence befare admissian) PA 
. Carroll MARYLAND eryland = ON Balto,City 

g b. BURA on ger limits, write eatielie 7a c. CITY OR — te a limits, write RURAL and give nearest tawn) 

2 Ss os RYS ‘ 3 . 1 ee 

a eee (If nat in haspital, give street Mb da = : H : d. STREET ois - £ a e agen 
iS Springfield State Hospital uROWE. Balto, St. eo 

6 3. NAME OF First XXKKXK at ~—«*di. DATE Month Ber Yeor 

; eee Terenty Weremey XIE DEATH July at, 1599 
o 

° 

3 


5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [-} |B. DATE OF BIRTH | 
Male White wiboweD [) DivorceDqe] April oA 

Wa. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPL 

during mast af working life, even if retired) 


Woodwork 
13. FATHER'S NAME 
Howard Wesmagx Weremey 


ie WAS. ee Side U. S. ARMED. rors 16. SOCIAL SECURITY NO. INFORMANT 
aS eer 
Yee Usa 57th fneinepr WWw1-Pvt. Hone 


1B. CAUSE OF DEATH [Enter anly ane couse per line for {o}, (b}. and {c}-] 
PART 1. DEATH Mepiaty cause )__ArterLosclerotic cardio 


Y DUE TO 


5 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
901 lost 6am Months} Doys | Hours | Min. 
oe yrs. 


(state, ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 


Unknen VY 


capers. 


a th. 


\ 


Address 


21d Hospital Records 


onaes ae BETWEEN 
AND DEATH 
ascular disease Yoars< 


Then please remave, 


|, and in any event within 72 hours 


TO HOSPITAL , PHYSICIAN: The low requires thot the death certificote be executed within 24 hay 


< 


< Conditions, if any, which ) 

E gove tise to immediate 

te cause (a), stating the under- ( OUE TO 
eee tying couse lost. ZX 
62% ene ee ~ 
BOG z THE TES E TOPSY 
eee. & ie. CONTRIBUTING TQ.DEATH aoe + "3 ET HW PPSOSEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPS 
£338 3 2 reactions aw ves) Now 
et 5 = ; ¥ "of ihjuey in Port | or Port Il of item 1B.) 
eEeat = é 
ee 
% 85 & [20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED @, farm, 1 20F. (City or town) (Caunty) (State) 
= 3 FA H .m. Whit i .| 
z 32 2 ee ey erk (al. at sere a) ' 
Acard af 
$ ou We / hn, , a , 1% ,thot | lost sow the deceosed 
cs ae alive an_dul y.___¢4 i and that death accurred _ als: EM) “fram the causes and on the date stated above. 
26% - ar es ADDRESS (Street, city ar tawn, state) DATE SIGNED 
~ w= a 
= = ACTUAL “AA” ‘fie 2 
yess / SIGNATURE. Can mo... SPES ld State Hospitel _—=_—-7/22/59 
tana Pes 
8435 PHYSICIAN'S Edmund Lustheus, M.De ~ e, Maryland 
fans NAME (Type), pa 0” OS Se en ee 
3 2 2 720. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, ar caunty) in 
ge ge BUPLRE ” |7124959 Holy Trinity Cem. Howard County, Maryland 

- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
? t re 
Gasca “A Howard H. Hubbard 4107 Wilkens Ave. vagUL 2 4 '59 aktun Anan 


\ 


lhe 


RE EX K 
Tomones 


yonecs 


“ 


MARYLAND STATE DEPARTMENT OF REALTIA-BALIIMOKE, 13 
a 7826 CERTIFICATE OF DEATH NG8LI 


Reg. Dist. No. 


~ -_— 4 
3 25 is 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
s 3% 3° . COUNTY f y iaeviate o. STATE b. COUNTY ay 2 
* So aite “Ke CAKaL 
£ Be ‘OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN 1b CLITY OR TOWN (If outside corporole Aimils, write RURAL ond give nearest town} 
3 38 YAnd give,feoresl town) uf es We t 
© 52 autores 3. s WANnol ene tts z 
Se 2 d. NAME OF HOSPITAL {if not in hospital, give slreet oddress) | od, STREET ADDRESS . 1S RESIDENCE 
= , OR INSTITUTION } 5 ON A FARM? 
am rs | Fewed).. ves] Nol 
2 £5 3. NAME OF First Middle ton a. DATE Dey Yeor 
x Be DECEASED : io OF 3 
ee {Type oF print ORGE DPAUCHER |WVERVER |: Am w57 
= 5. SEX 6. COLOR OR RACE |7. MARRIED (_} NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yeors 
“3 oa J rs lost birthdey) 
2 ke 5 wivoweo £¥ ovorceo) | 4/1 7/1 LE 6 Fz. 
2 £8. TOs. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g 885 during most of working life, even if retired) ~ A CB 4 
S$ wes Fitton. ‘ Ca AS: 
g O88 13. FATHER'S N 14, MOTHER'S MAIDEN NAME 
2 586 () A 
8 Bee eO-Kon Ks. ss gH. e 
-~ > 23 15, WAS DECEASED EVER IN U. $. ARMED FORCES? 116, SOCIAL SECURITY NO. |17. INFORMANT 7 addres 
= 6s (Yer, meot unknown if re, give wor of doles of service) 5 ¥ © t p i Y me 2 
8 fan 18 ~-32~35 70" aaa l 62 Bonrnnwe kere tt 
2 $2 i 
$ 28s 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (<).] z INTERVAL BETWEEN 
3 285 PART |. DEATH WAS CAUSED BY: ie, 
oS a IMMEDIATE CAUSE (e] Z. 
— ££ 6 i 
2 Be : s iti i i ar Ee LAs s 
= 52> Conditions, if any, which tb) 
Bs ges gove rise to immediote 
Ss ees couse (0), stoting the ynder- ( OVE TO 
Perse lying couse lost, (6. 
aa ee le 
228 Sr 5 Past ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0)[19. WAS AUTOPSY 
SELz5 y l= 2.) 
roth s 5 ves(] NOR 
= a. 3¢& © [ 200, ACCIDENT WAS UNDERLYING L]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port Lor Por! It of item 18.) 
ee St & | oR CONTRIBUTING C] CAUSE OF DEATH 
ages & [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
Zotes & [20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY tHome, form, | 20F. (City ar town) (County) (State) 
S55 6s 3 Heer. ont hake. 2” veda toes foctory, street, office bldg., etc.) ! 
zesi?s = pom. 19 lot work [J] of work (J a 
ie BLS i ; Ya £ 
28235 21. | certify that | onenies the deceased from./ <*<—_ er 0 f, to... See 198 7..that | last saw the deceased 
a =z32 rd A ry 4 
TASS e alive an__ Nea flee es W087... and that death accurred BY eer /7-M, ffom the causes and an the date stated abave. 
Gio 7 4 
ETOB_o ADDRESS (Street, city or town, stote) JATE SIGNED 
peo 2 
455° ACTUAL WILS3 
ry e's SIGNATURE 3 PN Mad Wh adh A Sct 6 Se 2 A | Re A ye = 
eaR a 
842 PHYSICIAN'S } ja L f 
gigi! mums VV it Foard MO Manchester Ml sarirtmmsun 
3 Pd ise! Re. Ra CREMETON) 2b. DATE THEREOF Te. NAME OF CEMETERY oF CREMATORY Zid. LBCATION (City, town, ar county) ' (Stote 
pete ey” 57 Block t : a te 
0 Fo 8! anak” uly &, (5 ck Fock, Hlth Grcbou Wr. Garage le Or. 
e F NCD Lp, ATURE! Lf ON) 2 2do, REC'D BY REGISTRAR ab, REGISTRAR'S SIGNATURE 
Years) Cp? Yat ple d 4 Ce. lone Wee 88 COT Sie 


=e 


@ death. Page Ss 


Owe 


Pages 1 and 2 shauld be filed with 


fter death. 


Then pleose remove carbon papers. 


the registrar prior to buriol, crematian, or removal, and in ony event within 


page 3 should be detached far use as the burial-transit permit. 


may be retained by the hospital ar attending physicion. ; 
TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physicion and campletely filled in by the funerol director, 


& TO HOSPITAL Dvovorc PHYSICIAN: The low requires that the deoth certificate be executed within 24 hour 


=z 
2a 
$ 

as 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7827 CERTIFICATE OF DEATH W812 


Reg. Dist. No. 
1 baron he Aleit 2 UeU RU Re See ee (Where deceased lived. If institution: Residence before admission) 
ee Carroll MARYLAND || °° Marylend COUNTY Howard v 


|] b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN ai ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 


ey Kes svitie lyr. 2mos,. 2da: Marriottsville ay 


PrP Aa 
d. saa (If not in hospital, give street address) d. STREET ADDRESS e. SUE stDENGE 
gfield State Hospital | Douglas Road ves 1] No 
3. NAME OF First Middle Lost 4. DATE Month ry Yeas 
DECEASED s 
(Type ar print) Ella Parks Winkler DEATH July 18, ee 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] |B. DATE OF BIRTH 


9. AGE (In yeors [JF UNDER ? YEAR| IF UNDER 24 HRS. 
fuged) Manths} Doys | Hours | Min. 
ys. 


11. BIRTHPLACE (Stote or.foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Female wiooweo¥] —oworceog) | August 25, 18712 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
que mast of “pikog life, even if retired) 


Housewife - Maryland U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Parks Anna Wooden 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, 10, oF unknown) UF yes, give wor or dates of service) 


No - - Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (e).] 


PART |. DEATH Was cnustD av _ Arteriosclerotic heart disease 
420.0 DUE TO 
Conditions, if any, which ____ Generalized arteriosclerosis: 


gave rise to immediote 
cause (a), stating the under: 
lying cause lost. (e) 


INTERVAL BETWEEN 
Ove AND DEATH 


Years 


ra Part Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TER: Fei pac ron. GIVEN IN PART I(0)]19, WAS. el 
2|C.B.S.assoc.with senile brain disease with psychotic reaction ves) NO BS 
v 

= 200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part t or Port Il of item 1B.) 

& | OR CONTRIBUTING () CAUSE OF DEATH 

[UF EITHER, NOTIFY MEDICAL EXAMINER) 

5 

oS 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY {Home, form, T20F. (City or town) {County} {Stote) 
ra} Hour o. While Not while factory, street, affice bldg., etc. ut i 

= p.m. 19 Jot work [[] of work _O 


dea =e! Sew oee, 1929 thot | last saw the deceased 


alive on ed 5 oe ee, [ee aad that a5 accurred atd2 202K, fram the causes ond on the dote stated obave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


etn Leal terse cof Nt ,,, Springfield State Hospital 7/18/59 


M.D. 


PHYSICIAN'S 
NAME (Type) _ 


Edmund_Iusthaus, 1] 


22d. LOCATION (City, town, ar county) (State) 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS, 24a. REC'D BY REGISTRAR 


John 0. Mitchell & Sons, Inc. 1900 Butaw Place vat 2 3 '59 


24b. REGISTRAR’S SI 


Onttur £ Hau 


=~ 
' 
t 


. se 
oz 
& 3F 
o Sy 
o =o 
bg nid 
=. aoe 
= Oo 
& $2 
a oe 
a 8 
@ = 
ar OG 
as} 
ee 
go! 
a 


icate has been signed by the attending physician and comple 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours after death. 


page 3 should be detached far use as the burial-transit permit. Then please remave carbon pape 


may be retained by the hospital ar attending physician. 


TO HOSPITAL Brrcvone PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 
TO FUNERAL DIRECTOR: After this certi 


VS AIS (4} 
15M 30/57 


MARYLAND STATE IE DEPARTMENT OF HEALTH: BALTIMORE, 18 


7828 ‘CERTIFICATE OF DEATH a7813 


Reg. Dist. No. 
1. PLAGE OF DEAY 2. USUAL RESIDENCE (Wherg deceosed lived. If insiulion, Residence before odmision) 
° ° b. COUNTY > ; 
reo L marnne |, Elta 
b. CITY OR TOWN [If outside corporate fimils, write [e LENGTH OF STAYIN Ib || ©. CITY OR TOWW{IF outside corporote limits, write RURAL ond give neareit flown) 

RUBAL ond give nforest to 4 —~ ee ae 
MANE ene gic 2 Bal erg A O5X~ 2s 
‘d, NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS d ©. 15 RESIDENCE 

OR ItYSTITUTION ON A FARNO 

ONGC LY isrcasssy Pb 322) Garmouth_ oad ves) NORA 
3. NAME OF First Middle Lost Month Yeor 
DECEASED baal 
{Type or print} flary GosFr aes eW, AETA MS ET. DEATH a 1y. 195 7 
S. SEX 6 = ee ge 7 MARRIED] NEVER MARRIED -< 8. Bi 9. wv (In yeor” [IF UNDER 1 YEAR] IF UNDER 34 HRS. 
4 Mi 
Fe Hf, a ke =" |weowen' i pivorceo [] im 


DATE st B It. 7 b 72 = Doys 


1a USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE Wn foreign count 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, feven if retired) ren by ee a 4 YS fe 


LLOYSC 
14. MOTHER'S M; IN NAME 


13, FATHER’S NAME 
James McCormick Margaret - 
1S. WAS DECEASED EVER IN U. S. ARMED Forces’ 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, no, oF unknown} {IE yer. give wor oF dates of service] K, 
no V¥Q? Armes (VW CaF » 5221 Garmouth Rd, 
oueerat Pee 


18. CAUSE OF DEATH [Enter only one couse per line fora}, (8). ond (c).] e 
PART t. DEATH WAS CAUSED ( y 
IMMEDIATE CAUSE {fo} LO PY a og CATE! a 


LQROd 
Pe if ony, which ¢ 2 7 Lene, Rk ASS Oe Oe z Boer 


gove ri ate 
couse (o}, stating the under. {| OUE TO 
lying couse lost. e 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. WAS AUTOPSY 
vs] NOR. 
200. ACCIDENT W. INDERLYING 2) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port tt of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
f20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED _|20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
Hour a. m. White Not white factory, street, office bldg., etc.) ! 
p.m. 19 Jot work [J ot work [] i 


2 


21. | certify tha ei the deceased fram irre 9, WYK, tab 7, 1917 that | lost saw the deceased 
alive a 2s ais Bie and tha} death cage at LMA . fram the causes and an the date stated abave. 


‘ADORESS (Street, city or town, state) DATE SIGNED 
SeWatur eh ee M.D. sap ad. Dawg Z sal LYLE 


PHYSICIAN’! p 
NAME (Type) penta Eted 1D _LeAM, LE AD Las 
2a. BURIAL, CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City. town /ar county} {State} 
Buea (Specify) 
bake lawn Cem Woodlawn, Md 


BRAL a 24a, REC'D BY REGISTRAR ‘db. REGISTRARS SIGNATURE 
RAMEE ae (ALY KAMA _¥ x Lord - bal: 2 Jourey WLI SY Osh He se 


MEDICAL CERTIFICATION 


The law requires that the death certificate be executed w' 


& TO Ree at PHYSICIAN: 


=> 
2s 
3 
oe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7829 CERTIFICATE OF DEATH 


— 


Reg. Dist. No._{) O14 


‘thin 24 mm Masih roger 


nage 228 Bs 
g s 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
£2( M4 3. Carroll marYLAND || °° Maryland >. counWashington Co. * 
Le So ae 
° 3 b. Sie TON (lt oufide plata limits, write ¢. LENGTH Of STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
o ond give nearest town 
$2 Sykesv 3yrs,3mths,ldy. Hagerstown : 
2 d. Sgn (If nat in hospital, give street address) d. STREET ADDRESS. e. G Gel es 
=o el “a 
Be Springfield State Hsopital, 727 Frederick St, vESL] NOE 
ee 
£6 3. NAME OF First Middl Lost 4. DATE Month y 
i ee y Elizabeth Wolf 7 ee 
nae, [Type or print) Mary zal ©. Barn 7 = 5 « 1959 
2 5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [-] |8- DATE OF BIRTH ion HENS eat IF UNDER 24 HRS. 
= lon He 
124 Female White wivoweo 6} —oivorceo] | lOmb=85 J: +] Doys | Hours 
a 
5 Be 100. rey Selle (eve kind ¢ ae 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign 16 12. CITIZEN OF WHAT COUNTRY? 
82s luring moy gf working life, even if retir a U.S 
Res See Marylan ° 
ze 
‘a 3 a 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
£85" John Wolf Annie Martin 
ig 0. 
Bor 
= 8 Ff 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |” INFORMANT Address 
aE 1 Macon | Pages rece cect Hosp: 
eR nknown See =e ospital records 
Ee = 
se 8 = = 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] INTERVAL BETWEEN 
Fa 
Sete ue PART. DEATH was caused by. Arturlosclerobié>: Heart Disease 
eft / -O 
fe orto Generalized arteriosclerosis years 
= 
far Conditions, if ony, which (b} 
ZEo gove rise to immediote 
5 £5 couse (o}, stoting the under: ( OVE TO 
me 2 lying couse lost. {c) 
‘ccer aS 
S z 
Zoo. fad BERR" eae CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. WAS AUTOPSY 
Fa ae Je hr oli. bud? assoeyith d sturbance of metabolism growth and WE) NOG 
ao. pom eke Of) WLGN Psy ong ‘o o1$ 
e588 = [200. ACCIDENT WAS UNDERLYING [1 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port I or Part Il of item 1B.) 
ee & | OR CONTRIBUTING C7 CAUSE OF DEATH 
§ ved © |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 4. “heya a 
BESS G [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. NE OF INIURY Pe rt ig (City ar tawn) (County) (State) 
SELES 2 : : 
Gy se 6 Hour 0. m. While Nat whil joctary, street, affice bldg., etc. 
sis g are 19 ot work [] ot work CJ ' 
Heal 
es es 21. | certify that | attended the deceased from_£ ns 29 that | last saw the deceased 
£<¢ 82 . 
eg 3 3 alive on_f_ 4" , 199 (ee , and that death accurred att2 06 m, from the causes and on the date stated above. 
S03 5 ¥ ADDRESS (Street, city or town, stote] DATE SIGNED 
[a ACTUAL 
3 wo eS SIGNATURE. .D. 
eso A 
2 2s j PHYSICIAN'S: 
sg38 0 / | [RAMEN Agastin del Campo. M.D. “Sykesville sMaryland, 
5 eB tee ee ee 
3 2° °2 ‘Te. BURIAL, CREMATION, | 22b. DATE THEREOF 
~5 9° } REMOVAL (Specify) 
ge az Q 2 a/1959 
e -S_[23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR 


ze Andrew K Coffman agerstown Md. DAWUL 7 39 


oa 
‘led with 
=) 2s, 


@-. sects. Pace s 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 
Pages 1 and 2 shauld b 


carban papers. 
ter death. 


fests 
omy 


Then please re 


the registrar priar to burial, crematian, ar remaval, and in any event within 


page 3 shauld be detached far use as the burial-transit permit. 


To vosenl ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hav 
may be retained by the haspital ar attending physician. 


3 
Ra 
Ss 
pe 


wv 


pd 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i 
7830 CERTIFICATE OF DEATH oan 07815 


1 Hy al au! 2, et ee {Where deceased lived. If institution: Residence before admission) / 
o. o b. COUNTY 
Carroll MARYLAND Maryland Baltimore V 

b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corperote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
Sykesville 7mos. Lidays Baltimore 21 03 Su. 

d, NAME OF HOSPITAL (If not in hospital, give street address) d, STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION, ON A FARM? 

ringfield State Hospital 148 Poplar Road yes [] No BE 


3. NAME OF First Middle Lost 
DECEASED 


(Type or print Joseph Robert Woodward 


4. DATE Month 


Oo; Year 
Beare July 30, 19 59 


6. COLOR OR RACE | 7. B. DATE OF BIRTH ~ as 9. AGE (In years (IF UNDER 1 YEAR| IF UNDER 24 HRS. 
MARRIED [DENEVER MARRIED [] 72 = 228-5 7|% AGEING rece 
Male White |woowet] — ovorce 1" 
10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) s 
Carpenter - Virginia U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph Woodward Fannie Harris 
1s WAS. eee me sa U.S. meee ‘ies 16. SOCIAL SECURITY NO. INFORMANT Address 
Pm eraueeey TH peaCaer anaes ore 
No | - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enier only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: ee 
IMMEDIATE CAUSE (o_____ Bronchopneumonia Days 
“TIX DUE TO : 
Conditions, if ony, which rs iad 
DUE TO 


cause (0), stating the under- 


gove rise to immediote 
lying couse lost. (c) aff | 


Z at J). OTHER SIGNIFIC, CONDITIONS C RIBUTING TO DEATH BuT NOT R, D TOQeTHETERMI NQLT WJ PART 1(a)/19. WAS AUTOPSY 
2 c.B. . bake! © cere brad arvertosclerosts wien pay HovLe PSSECTOH PERFORMED? 
& eriosclerotic heart disease. yesgq]_NoO 
= [ 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 1B.) 

& | OR CONTRIBUTING [1] CAUSE OF DEATH 

& [CF EITHER, NOTIFY MEDICAL EXAMINER} : 

& [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
ral Hour o. m. While Not while foctory, street, office bldg., etc.) | 

= lot work [] ot work 


—-> 
PHYSICIAN'S 
NAME (Type) 


Agustin delCampo, M.' 
To. pe 


, CREMATION, | 22b. DATE THEREOF 
AL 


° Sykesville, Maryland 


Zc. NAME OF CEMETERY. ‘CREMATORY. 2d. LOCATION {City, town, or county) baa 
DEADOWRIDE E I3BALTO. 


ADDRESS ‘2ab. REGISTRARS SIGNATURE 


1 7 
FOR STATE 
HEALTH DEPT. 
H o£ 
223 
cpa 4 


& 


If ony deloy j 
Item, 18. Give Pages 1, 2, and 3 to the funer! 


s 1 ond 2 with the Stote Baord oJ 


ony El thin 72 hours ofter death. 


elang with form PM3. Page S moy be retained tor your files. 


ending’ in pencil in 


4 should be farworded ta the Chief Medical Examiner's 
TO FUNERAL DIRECTOR: Page 3 should be used as 0 burial-transit permit. Fi 


6... EXAMINER: This certificate should be executed within 24 hours after death. 
or its designated agent, prior ta burial, cremation, ar removal, and in 


execute the certificate, writing the word ° 


TO DEPUTY 


~ 


i 


> 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1831 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 07816 


Reg. Dist. No. 


1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. | iniilviion: Residence belore edmission) | 
Carroll marrtano || NE Maryland > Carroll 
B. CITY OR TOWN texte cepa in we RURAL c. LENGTH OF STAY IN 1b [|] c. CITY OR TOWN [If outside corporole limils, write RURAL ond give neorest town) 
ff eowe'iess 
Rural--Westminster TYISe x Rural--Westminster _ a! ‘ 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give sireet address) d. STREET ‘ADDRESS e. 1S RESIDENCE 
he é ON A FARM? 
ez ; at Taylorsville _{yesQ_ Nom 
3. NAME OF First Middle lost 4. DATE Month s«iDoy, sear 
eee ALLEN THURMAN WRIGHT DEATH JULY La to 19h 
5. SEX 6. COLOR OR RACE |7. MARRIED [BE NEVER MARRIED [_]| 8. DATE OF BIRTH 9. KGE im ron [IF UNDER TEAR 1F UNDER 24 HRS. 
1 bicthooy) ; 
male white wipowen[] —_oworctoO) | 10424-1888 70m od ee pe — 
To, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country 2. CITIZEN OF WHAT COUNTRY? 
during most of workin, fe ‘even if retired) 
retired farmer own Maryland U.S 


ni FATHER'S NAME |" MOTHER'S MAIDEN NAME 


George A. Wright Mary Glass 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address i 5 * 
[yeu 90, a¢ unknown} fH peel wer octntes GND 
no. _| none Mrs, Margie H. Wright, seme es ss 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one coure IiErvAL serwttn 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 
9 er aa 
x DUE TO 
Conditions, if ony, which (b) 
gove rise to immedi Oure 
{0}, stoling the underlying PVE TO 
couse lost, ‘e 


lige for (0), (bj, ond (c}-] 
Lhe lire te aie 


§ PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS A Autopsy 

3 YES a nota 

& [200. EXTERNAL CAUSE WAS Web DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 

= _ on CONTRIBUTI ING CI ! ae ye 

v ~ tt =— ~_. 
RY JURY Month, Day. Yeor [20H INJURY OLCURRED |20e. PLACE OF INJURY (Homa, form, 1 20F,4Cily or town! (County) (State) 

g Fy sila foctaly, son a office we etc} | va | oo K, * 

3 ot work (] at work [FJ te (ee Sa 7 q_ 


2.1 cathy i= I taak charge af the remains described abave, ea an one [ah Inspection 4}. Inquiry PX and in my 
apinion deathyesulted from; Natural causes Oo. Accident Oo. Suicide iS 4 Hamicide 1. Undetermined manner oO 


1a) mod Meret) tap, CHIEF MEDICAL EXAMINER [7] oy wh 
ASSISTANT MEDICAL EXAMINER (7) 


EXAMINER: te 
NAME ( SA LV ES res I Yar g DEPUTY MEDICAL eAMiNeRpa cL 
To. PORATION: 2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) ———«(State) 
city 
19-1959 Taylorsville Carroll Co. ,Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Bao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Calan £ Kaus 


Cc. M. Waltz, Winfield, Md. oa JUL 21°59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7332 | CERTIFICATE OF DEATH sesamin, One 


> - 
ce 
b= 
k £3 1. PLACE OF DEATH 2. USUAL SORES (Wir dorm! lived. If institution; Residence before admission) 
8' 3 0. COUNTY ©. STATE b. COUNTY J 
« £2 ; Carroll MARYLAND Baltinere 
£ Bs b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corperote limits, write RURAL ond give neorest town) 
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